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ABSTRACT
The societal preference for a slender body image has caused an
increasing number of adolescents to diet or use unusual methods of
weight control.

Some adolescents progress along the continuum of

restrained eating toward the development of pathological eating
disorders.

In order to identify risk factors in the development of

eating disorders, eating attitudes and behaviors of 454 normal
adolescents were studied by using the Eating Disorder Inventory (EDI)
and a personal background questionnaire.

The higher the subscale

scores on the EDI the more similar the individual's perceptions to
those of victims with a pathological eating disorder.
With the exception of the Maturity Fears, Perfectionism, and
Ineffectiveness subscales, scores were similar for females ages 14-19
in a rural, a semi-rural, and a private urban high school in the upper
midwest.

Scores were significantly higher than the established norms

for the college women on Drive for Thinness. Body Dissatisfaction,
Interoceptive Awareness, Ineffectiveness, and Maturity Fears.
There were no significant differences on the Eating Disorder
Inventory subscale scores for respondents in this study from different
ages, grades, social classes, different living situations, with
different sexes of siblings, birth rank, amount of nutrition education,
or education on ideal body weight.

Specific EDI subscales were related

to extracurricular activities, television habits, and current body
weight.

There was a significant relationship between the adolescents'
x

current body weight and their drive for thinness as well as their body
dissatisfaction as judged by the Eating Disorder Inventory.
Respondents who had a mother that was employed had higher scores
on ail of the EDI subscales, and significantly higher scores on Drive
for Thinness, Interoceptive Awareness, and Body Dissatisfaction.

It

would appear that females of employed mothers have eating behaviors or
attitudes more characteristic of individuals with pathological eating
disorders than females whose mothers are not employed.
Significant differences were found in the respondents' subscale
scores and their perceived patterns of communication with their
parents.

Students who reported their parents as lecturing more

frequently, and not taking their problems seriously, had higher scores
on all of the EDI subscales.

Students who Derceived their parents as

not beinq aware of their problems or who felt uncomfortable in
communication with their parents had higher scores on most of the EDI
subscales.

It would appear that adolescents' interaction with their

parents has a significant relationship to their eating perceptions and
behaviors as assessed by the EDI.

t

CHAPTER I
INTRODUCTION
Health professionals recognize that eating disorders are serious
medical conditions affecting a substantial proportion of women.

It is

largely, though by no means exclusively, a Caucasian female problem.
Some 90-95% of the anorectic and bulimic population is female (Crisp,
1988; Garfinkel & Garner, 1982; Herzog, Norman, Gordon, & Pepose,
1984).

Studies have indicated that the incidence of anorexia nervosa

has doubled over the past two decades (Herzog & Copeland, 1985).

There

is no doubt that bulimic syndromes have rapidly achieved great
prominence.
A related alarming development is the recognition that an
increasing proportion of adolescents have distorted perceptions of
appropriate body image and are adopting inappropriate behaviors as
methods of weight control.

Weight reducing efforts in the general

adolescent population have increased from one-third of the females in
the 1960's (Dwyer, Feldman, & Mayer, 1967) to two-thirds in the 1980's
(Rosen & Gross, 1987).

The number of adolescents using drastic diets

or purging to lose weight has also' increased (Cm- „,ier, Post, & Zaynor,
1985; Killen et al., 1986).

Current estimates indicate that between 8%

and 13% of adolescent females surveyed reported purging behavior
(Killen et al., 1986; Williams, Schaefer, Shisslak, Gronwaldt, &
Comerci, 1986).

Greenfeld, Quinlan, Harding, Glass, and Bliss (1987)
1
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reported a high frequency of binge eating, fasting, crash dieting and
feelings of obesity among adolescent females questioned.

They also

reported a sizable number of women used self-induced vomiting for
weight control.

These concerns and behaviors were more highly

correlated with subjects' opinions about the desirability of their
weight than with their reported body weight (Greenfeld et a 1., 1987).
In the analysis of their research Greenfeld et al. (1987)
indicated the epidemiology of incidence and prevalence of eating
disorders in adolescents is still scarce.

Tne majority of available

studies- on eating disorders have been conducted on a col lege-age
population.

Since eating disorders arise during adolescence, Klesges

(1983) encouraged the development of "normative data" on adolescents'
perceptions and eating behaviors.

Reported onset of bulimia is ages

15-18 while for anorexia nervosa it is during early or middle
adolescence (Fairburn & Cooper, 1982; Muuss, 1986; Pyle, Mitchell, &
Eckert, 1981).

Past research on adolescents has focused almost

exclusively with eating disorder victims, very little has focused on
the normal adolescent.

Therefore, Zuckerman, Colby, Ware, and Lazerson

(1986) have suggested that research should be conducted regarding
eating patterns, attitudes, and self-perceptions in the general
non-clinical population.
Statement of the Problem
It is the intent of this project to identify the typical
psychological and behavior traits regarding eating in a normal female
adolescent population.

This study will focus on responses by females

in grades 9 through 12 to the standard Eating Disorder Inventory (EDI)
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developed by Garner, Olmstead, and Polivey (1933).

The responses will

be correlated with a personal background questionnaire.
Analysis of the two data sources will provide the following
normative data for adolescents:
1.

Identify the mean score and percentile ranks for rural,

semi-rural, and urban adolescents at specific age levels on the eight
subscales of the Eating Disorder Inventory.
2.

Identify the relationship between the eight subscales of the

Eating Disorder Inventory and personal variables.
The findinqs from this study may help to identify risk factors for
the development of eating disorders.

The focus of the study on typical

adolescents might provide a solid basis in research to permit
appropriate recommendations for the development of primary prevention
programs for eating disorders in adolescents.

The results might also

contribute to the development of an effective screening device for the
risk factors of adolescent eating disorders.
Need and Purpose
A recent shift in societal preference toward a more slender body
image has been well-documented (Garner & Garfinkel, 1980).

The current

societal preference for a thin physique has produced a corresponding
obsession with dieting and weight loss.

The extent of this

preoccupation is such that it may now be accurate to regard dieting and
its accompanying habits as normal.

It is now common for individuals in

our society to express concern about their weight and frequently
attempt to change it.
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The rapid and striking physical changes which occur during
adolescence coupled with the societal interest in physique make
appearance a matter of great concern and interest for adolescents.

The

biological changes cause adolescents to re-evaluate the conceptions of
their appearance which they developed as children and to form new
concepts more appropriate to the reality of their maturing bodies.
Perhaps this situation of flux in physical appearance makes adolescents
particularly sensitive to the sociocultural norms concerning appearance
and makes them a population at risk for the development of unusual
behaviors regarding dieting.

Variations in appearance such as fatness

which are well within the normal range from a medical viewpoint may not
be defined as such by individuals whose subjective impressions are
strongly influenced by group dictated norms.

It may lead the normal

teenager to unusual dieting behaviors.
Terms such as normal, acceptable, and overweight can be understood
only in the context of societal realities and ideals.

These words are

often used by the public as well as professionals in the evaluative
sense rather than being solely descriptive.

Thus, adolescents whose

weight is actually appropriate for their age and height may feel
overweight.

Likewise, the meaning of a phrase such as normal eating

for adolescents is not clearly defined.

Research is needed to identify

normal and abnormal adolescent eating patterns.

Current patterns that

are societally normal adolescent eating habits may not be appropriate
by physiological standards, and may, in fact, include features of
societally acknowledged eating disorders.
Adolescent dieting, binge eating, fear of fat, and body image
distortion range from playful, experimental attitudes and behaviors to
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serious disorders.

It is normal for adolescents to experience

occasional erratic food intake, periodic loss of appetite, and
body-image confusion.

However, the potential consequences of long-term

unusual eating behaviors in adolescents are significant.

If teenagers

deprive themselves nutritionally and lose and regain weight repeatedly,
they may predispose themselves to later weight gain and obesity.

In

addition, nutritional deficiencies, decrease in growth, and delay of
physical and psychosocial development may result,

oerious pathological

conditions may develop in adolescents who exhibit these disordered
eating characteristics.
Beumont (1988), Cooper et al. (1988), Garfinkel and earner (1982),
and Zuckerman et al. (1986), have recommended a continuum hypothesis
for eating disordered characteristics.

Female adolescents start

dieting for cosmetic reasons, but subsequently develop marked problems
in the area of weight concern which in some cases culminates in the
anorexia nervosa syndrome or the bulimia syndrome.

Szmukler (1983)

suggests that young women classified as dieters or as having a partial
syndrome of an eating disorder may be especially vulnerable to develop
pathological conditions related to eating.
Research is needed to identify the characteristics that cause some
normal young dieting women to develop serious medical conditions
related to eating.

Researchers need to identify young women of certain

traits at increased risk.

Researchers need to identify characteristics

in normal adolescents that would lead to recommendations that those
children receive further assessment.
Vandereycken and Meerman (1984) described the need for more
information on normal adolescents' eating perceptions and behaviors in
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order to identify risk factors for eating disorders.

"It seems

difficult if not impossible to change sociocultural influences such as
the fashion of slenderness, and upper/middle-class family
characteristics" (p. 191).

It "is more beneficial to search for the

different risk factors and suspicious signs rather than to seek
causation factors" (p. 191).
More data on eating perceptions and behaviors of normal
adolescents is needed to develop a screening instrument for risk
factors of eating disorders.

Both the incidence and the insidious

nature of the disorder make the problem important to identify in early
stages in order to increase the possibility of recovery.

Average

duration between onset of eating disorders and treatment is four to
five years (Johnson, Stuckey, Lewis, & Swartz, 1982; Pyle et al.,
1981).

Early detection via an effective self-report screening device

for eating disorders in adolescents in order to reduce t M s time span
from onset until treatment may be a possible method of reducing
morbidity for the illness because early detection and treatment results
in improved outcomes (Crisp et al., 1979; Williams et al., 1986).
Clinical cases of eating disorders may represent only a small
proportion of persons with abnormal eating disorders and behaviors.
Less severe and even subclinical cases of eating disorders have also
been reported (Johnson et al., 1983).

At present, the percentage of

subclinical cases that, progress +o clinical eatinq disorders is
unclear.

One of the problems in using clinical studies to infer trends

in incidence is that patients with eating disorders do not usually seek
professional help at the onset of illness.
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More information on normal adolescents' dieting perceptions and
behaviors is needed to enable prevention of eating disorders in young
adults.

Kessler and Albee (1975) define primary prevention as the

early steps to prevent occurrence of a disease, as opposed to secondary
prevention which is early treatment of disease once it has occurred,
and tertiary prevention which attempts to minimize the long-term
effects of a disease.

These authors state that "efforts at primary

prevention must stress the temporal order of social cause and effect.
If an effect is to be prevented, experiences that precede the
phenomenon must somehow be controlled in order to prevent its
occurrence" (p. 565).

If this evidence that early experiences have a

positive or negative effect on adult behavior is accepted, then
information is needed about the eating perceptions and behaviors in
normal adolescents in order to minimize any possible negative effects
on adult behaviors.
More information is needed on normal adolescents' eating
perceptions and behaviors because epidemiology is one approach to the
development of preventive health programs.

Kessler and Albee (1975)

describe two approaches to obtain data on the early experiences which
may be related to a mental health disorder.

The first is the attempt to

study the biological, psychological, and sociological factors in the
origin of the disorder.

The second is to study the epidemiology.

Gruenberg (1954) defined epidemiology as "a study of the factors that
determine the patterns of disease occurrence and how the factors can be
modified to eliminate the disease from the population" (p. 38).

Again,

to examine the pattern of the disease events that precede onset of the
condition need to be identified.
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Over the past decade, evidence has accumulated that indicates that
the prevalence of eating disorders among young women is increasing
dramatically (Bruch, 1973; Casper, 1983; Jones, Fox, Babigan, & Hutton,
1980).

Studies are needed on normal populations at risk for the

development of eating disorders to identify factors which seem to
mitigate against the development of an eating disorder.

Reports of

clinical cases indicate these factors might include the stability and
functioning of the family unit, availability of healthy female role
»

models, understanding the value of nutrition and exercise, and
knowledge of the risks of eating-disordered behaviors.

Factors that

relate to self-image, social ties, and the adoption of moderate forms
of values and practices of eating and dieting might also relate to
prevention of eating disorders.
More information is needed on normal adolescents' eating
perceptions and behaviors because prevention programs need to use the
social system to strengthen adaptive behaviors.

Preventive approaches

have attempted to use major components of the social system, including
the family, the schools, the world of work, and the community.

In

order to more effectively develop preventive approaches involving these
institutions, more information on the relationships of eating
perceptions and personal variables in normal adolescents is needed.
The role of family behavioral patterns in mediating body weight
has recently received recognition.

For instance, Harkaway (1987)

describes the relationship of obesity to the family system.

Being

significantly overweight can delay the adolescent's separation and
emancipation and thus maintain the family, serve as a method of getting
parental attention--especially when the parent is depressed or suffers
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a loss, provide a distraction from more serious or painful family
problems, or convey an affirmation of family loyalty or membership in
an obese family.

In view of the pervasiveness and seriousness of

eating disorders, similar systematic research on the relationship of
the family system to normal eating perceptions and behaviors is
important.

There are few published empirical studies delineating the

dynamics of family on eating attitudes and perceptions.
Button (Button & Whitehouse, 1981) has used the personal construct
theory to argue that dieting is one way in which a young female may
attempt to exert control.

The habits of dieting and weight control

become deeply intertwined in the individuals' views of themselves.
Button suggests, therefore, that research may profitably be directed at
the normal adolescent group as a whole, rather than concentrating on
more precise subclassifications of eating disorders.

It is thus argued

that a clearer understanding of eating disorders may result from a more
detailed examination of the individuals at risk because of their weight
concern.
Anecdotal evidence has been used to support the hypothesis that
there is a family basis for the pathology of eating disorders--perhaps
even some "central law of family thermodynamic resistance," to change
(Crisp, 1988, p. 1).

It is, therefore, important to know as much as

possible about the relationship of eating perceptions and the family
system of normal adolescents as a rational starting point for specific
approaches to prevention.

The relationship of eating perceptions and

behaviors to school activities and family characteristics might be
helpful since the suspected risk factors include perfectionist
tendencies, stress and failure experiences, interpersonal problems.
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adolescent attachment autonomy conflicts, and accentuated weight
sensitivity (Broucke & Vandereycken, 1986).
More information is needed on normal adolescents' eating
perceptions and behaviors because disordered eating habits in
adolescents are of relatively recent origin.

Anorexia nervosa is one

of the few diseases Hippocrates did not write about (Sours, 1980).
Anorexia nervosa was first described in both women and men by Richard
Morton in 1694, although William Gull was the first to coin the term in
1874.

Little interest was generated for research of the disorder until

Escamilla and Lisser in 1942 (Lucus, 1981).

Although bulimia as a

symptom has been known throughout the past three centuries, bulimia as
a syndrome is of recent origin (Casper, 1983; Stein & Loakso, 1988).
To date, no single etiological theory, whether biological or
psychodynamical, systems theoretical or cognitive behavioral
perspective, sufficiently accounts for the complex phenomena involved
in the development of eating disorders.

In fact, Beumont (1988)

questions whether bulimia is an illness entity or an interesting
"constellation of symptoms" (p. 175).

"It perhaps is best understood

as a common response to the predicament of an overconcern with body
weight and shape" (p. 175).

In contrast. Pope and Hudson (1988)

contend it not only is a syndrome but that it has a distinct inherited
abnormality without which the disorder would not occur.
A bulimic episode during adolescence appears to be a risk factor
for chronic eating disorders, yet little is known about the prevalence
of psychosocial correlates of eating patterns in normal adolescents of
this age group.

In a retrospective study, most adult females with

bulimia reported that the disorder began during adolescence (Fairburn &
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Cooper, 1982).

Therefore, an episode of bulimia during adolescence is

one of several risk factors for chronic cases of eating disorders.
Although there are a number of descriptive studies of the prevalence of
bulimia in adults, including both college students and community women,
relatively less is known of its prevalence in high school aged'
adolescents.

Furthermore, little is known about the sociodemographic

or .psychological correlates of adolescent bulimia.

Although case

reports suggest that the clinical features of bulimia in adults and
youth are similar, a number of important differences may exist as a
consequence in family and social environments and psychological and
sexual maturity.
Sources of Information
The sources of information are the Eating Disorder Inventory
(EDI), a personal background questionnaire, and a library review of
1iterature.
Eating Disorder Inventory.

The Eating Disorder Inventory (EDI)

developed by Garner, Olmstead, and Polivey (1983), is a 64-item,
self-report, multiscale measure designed to assess the psychological
and behavioral traits common to anorexia nervosa and bulimia.
focuses on the specific cognitive and behavioral dimens

The EDI

ns to help

differentiate patient subgroups, or those with serious psychopathology,
from "extreme dieters."

For example, one subgroup includes anorectics

who solely restrict their foo^ intake while a second subgroup describes
individuals who both restrict, their food intake and use purging.
The EDI consists of eight subscales:

1) Drive for Thinness,

2) Bulimia, 3) Body Dissatisfaction, 4) Ineffectiveness,
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5) Perfectionism, 6) Interpersonal Distrust, 7) Interoceptive Awareness,
and 8) Maturity Fears.

These subscales were derived from a large pool

of items generated by clinicians familiar with the research and
treatment of patients with eating disorders.

To be included in a

subscale, an item had to be answered significantly differently by
control patients compared to those with diagnosed eating disorders and
had to be more highly correlated to the subscale to which it was
intended to belong than to any other subscale.
The EDI has been administered primarily to eating disordered
adolescents and/or college-aged individuals.

By permitting the normal

adolescents in the study population to complete the questionnaire the
mean and percentile rank for normal adolescents on the subscales can be
determined.

It will reveal the degree of body dissatisfaction, drive

for thinness, and perceptions regarding bulimia for normal adolescents.
It will also permit correlation of the subscale scores to personal/
family variables and thereby recognize individual characteristics that
contribute to increased subscale scores and possibly increased risk of
developing an eating disorder.

It could also assist in identification

of traits that mitigate against elevated subscale scores.

It could

provide empirical data to support the design of a primary prevention
program for eating disorders.
Three of the scales in the Eating Disorder Inventory examine
perceptions of body weight and eating behavior.

The Drive for Thinness

scale evaluates the most recognized symptom of anorexia nervosa, the
obsession with becoming thinner despite the state of physiologic
deprivation.

Anorectics restrict their food .intake because of an

extreme fear of gaining weight and because of a belief that by
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controlling their food intake they will relieve the feeling of being
ineffective.

The Body Dissatisfaction scale examines the

characteristic body image distortion of anorexia nervosa.

The Bulimia

scale evaluates the degree of participation in uncontrollable eating
that may be followed by self-induced vomiting or laxative abuse.
Three of the scales examine autonomy, identity, and separation
concerns which are factors suggested by Garfinkel and Garner (1982) to
predispose an individual to anorexia nervosa.

The Interoceptive

Awareness scale evaluates the characteriStic inability of anorectics to
recognize or respond to emotions and cues indicating changes in their
physiologic condition such as hunger, satiety, or fatigue.

The

Ineffectiveness scale examines the feeling of being ineffective which
is hypothesized to lead to the struggle for autonomy, competence,
control, and self-respect through self-starvation.

The Maturity Fears

scale examines the characteristic avoidance of psychobiological
maturity through starvation that creates the return to prepubertal
appearance and hormonal status.
The final two scales examine personality characteristics
associated with victims of anorexia nervosa.

The Perfectionism scale

examines excessive personal expectations of superior achievement that
has been described as characteristic of anorectics.

Clinical reports

of anorexia nervosa victims report personal characteristics of
compliance and perfectionism.

They are model children that excel at

school through great personal effort (Garfinkel & Garner, 1982).

The

Interpersonal Distrust scale examines a sense of alienation or
avoidance of close relationships.

This scale relates to feelings of

inadequacy in emotional relationships with others.
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The format of the inventory consists of forced-choice Likert-scale
items that can be answered "always," "very often," "often," "sometimes,"
"rarely," or "never."

A score of 3 is earned for an extreme response

in the pathologic direction, with adjacent alternatives given a score
of 2 or 1.

Scale scores are the summation of all item scores for that

particular scale.
The reliability (internal consistency) and validity of the EDI has
been established for all of the subscales (Garner, Olmstead, & Polivey,
1983; Gross, Rosen, -Leitenberg, & Willmuth, 1986).

As a measure o'

internal consistency, the authors required coefficients of reliability
(standardized Cronbach's alpha) for each subscale to be above 0.80 for
anorexia nervosa samples.
The subscales of the EDI toward eating and body shape are highly
related to ether available measures of these dimensions.

Garner,

Olmstead, and Garfinkel (1983) administered the EDI to groups of normal
weight bulimic women, obese, normal weight but formerly obese women,
to subjects with "restricter" or "bulimia" subtypes of anorexia nervosa,
and to normal controls.

Subscale scores differentiated between these

groupings with little overlap of subjects with an eating disorder and
normals.

Garner and Olmstead (1984) established standard subscale

scores for adult women and percentile ranks for specific raw scores for
the Eating Disorder Inventory.
However, Gross and colleagues (1986) recently have questioned
whether there is adequate association between the EDI and some
behavioral measures, including vomiting frequency, duration of
disorder, eating during test meals, thoughts while eating, and
body-size distortion.

The EDI might also lack external validity in that
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elevated scores among nonclinical subjects cannot be assumed to reflect
some psychopathology of the patient groups (Garner, Olmstead, & Polivey,
1983).

For these reasons, the EDI should not be used as a sole source

of diagnosis but rather as one of several measurements.
Welch, Hall, and Walkey (1988) described the EDI as "a promising
new measure of the cognitive and behavioral characteristics of anorexia
nervosa and bulimia" (p. 51).

Research by Welch et al. documented that

the EDI does show three clear and replicable factors do exist; however,
the results using non-patient responses did not confirm the original
eight subscaies.

These researchers contend that the scales Drive for

Thinness, Bulimia, and Body Dissatisfaction were not identifying the
intended constructs although these scale items in combination were
demonstrating a more general construct that focused on preoccupation
with shape, weight, and eating.

Likewise, the Ineffectiveness and

Interpersonal Distrust are in fact identifying self-esteem.
The EDI is a self-report questionnaire which makes it vulnerable
to distortion due to the response style bias and inaccurate reporting
of subjects.

The defensive structure of eating disorder victims can

invalidate or distort self-evaluation.

However, Rosen and Poplawski

(1987) demonstrated that in a study of 165 high school students who
completed a self-report questionnaire on efforts to lose or gain weight
and use of specific weight control measures, the student responses
agreed with external raters' reports on the students' efforts to lose
weight.

In addition, those who reported they were controlling their

weight consumed much less food according to their eating records.
Reports from external raters agreed with self-reports about skipping
meals and exercising to lose weight.

With the exception of drastic
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weight control behaviors, Rosen and Poplawski concluded their study
demonstrated generally positive results for the validity of self-report
eating behavior questionnaires.

Earlier research by Dwyer, Feldman,

Seltzer, and Mayer (1969) also can support the validity of self-report
ques ,onnaires or investigations on eating perceptions and behaviors.
These authors compared actual weight obtained from weighing senior high
school students to the same students' self-reported weight 3-5 months
later and found the average discrepancies to be quite small, in fact,
3.3 pounds for girls.
Literature Review.

Both the Chester Fritz Library and the

Harley E. French Health Science Library at the University of North
Dakota were utilized for review of literature from 1980 to the present.
Earlier research data was not included since the American Psychiatric
Association included anorexia nervosa and bulimia with specific
diagnostic criteria as an eating disorder subclassification in the
Diagnostic and Statistical Manual of Mental Disorders (DSM III-R;
American Psychiatric Association, 1987) for the first time in 1980.
Prior to that time inconsistencies exist in the definition.
Questionnaire.

The personal background questionnaire completed by

the subjects in the study provided information on family, television
habits, nutrition and health education, grade point average, school
activities, current body weight, and desired body weight.
Definition of Terming logy
Adolescents .
through 21 years.

For this research, adolescence is defined as age 12
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Anorexia nervosa. A subclass of eating disorders defined by
specific criteria in the Diagnostic and Statistical Manual, third
edition (DSM III-R; American Psychiatric Association, 1987).

A

syndrome characterized by extreme weight loss, body image disturbance,
and an intense fear of becoming obese.
Body dissatisfaction.

The belief that specific parts of the body

associated with a change in shape or an increase in fatness at puberty
are too large.
Bulimia. A syndrome distinct from anorexia nervosa that is
characterized by secretive binge eating episodes followed by
self-induced vomiting, fasting, or the use of laxatives or diuretics.
Bulimic symptoms can also be part of the anorexia nervosa syndrome.

An

intense preoccupation with food is common to both syndromes.
DSM III-R. The Diagnostic and Statistical Manual of Mental
Disorders (third edition) published by the American Psychiatric
Association in 1937.
Eating disorder. A diagnostic subclassification of disorders in
DSM III-R characterized by the gross disturbance in eating behavior.
An eating disorder is a biopsychosocial disorder.

It is based on

characteristies and distortions in physical, physiological,
psychological, and social factors.

An eating disorder in children is

the misuse of feeding in an attempt to solve or camouflage problems of
everyday living.

The childhood eating disorder may take the form of

failure to thrive, obesity, excessive finickiness.
EDI.

The Eating Disorder Inventory is a 64-item, self-report,

multiscale measure designed for the assessment of psychological and
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behavioral traits common in anorexia and bulimia.
Garner, Olmstead, and Polivey in 1983.

It was developed by

CHAPTER II

REVIEW OF THE LITERATURE
Classification of Eating Disorders in Females
Anorexia nervosa.

The American Psychiatric Association listed

anorexia nervosa as a subclass of eating disorders for the first time
in the DSM III in 1980.

The definition was modified in the third

edition of the DSM 111-R (American Psychiatric Association, 1987).
Diagnostic criteria for anorexia nervosa are listed below.
A.

Refusal to maintain body weight over a minimal normal

weight for age and height, e.g., weight loss leading to
maintenance of body weight 15% below that expected; or failure to
make expected weight gain during period of growth, leading to body
weight 15% below that expected.
B.

Intense fear of gaining weight or becoming fat, even

though underweight.
C.

Disturbance in the way in which one's body weight, size,

or shape is experienced, e.g., the person claims to "feel fat"
even when emaciated, believes that one area of the body is "too
fat" even when obviously underweight.
D.

In females, absence of at least three consecutive

menstrual cycles when otherwise expected to occur (primary or
secondary amenorrhea).

(A woman is considered to have amenorrhea
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if her periods occur only following hormone, e.g., estrogen,
administration),

(p. 67)

The victim of anorexia nervosa is generally a female during
puberty or late adolescence (Crisp, 1988; Sours, 1980).

The female

adolescent with anorexia nervosa has an intense fear of becoming obese
(Crisp, 1988).

The intensity of the fear leads to strenuous physical

activity and relentless, self-imposed dieting which usually starts with
avoidance of carbohydrate.

Hunger is denied, and elaborate mechanisms

are developed to control this hunger.

Even as the physical condition

of the victims deteriorates, from lack of nourishment, the
peculiarities in self-perception prevent personal awareness of their
cachexia.
The disturbance of body image and body satisfaction in the quest
for thinness is an important criterion in the diagnosis of anorexia
nervosa.

The central feature of the condition is not loss of appetite

as the name suggests, but an extreme fear of fatness, which usually
takes the form of a phobia of normal body weight.

Under these

circumstances the individuals rigorously control food intake and may
indulge in a number of other behaviors such as self-induced vomiting,
laxative abuse, or exercise, in order to control their weight.

Very

often, even though the individuals lose weight they are still unhappy
at the new weight and strive to lose more, feeling that if they can
accomplish greater weight loss they will develop more self-confidence.
This may continue until the victims are emaciated to a dangerous level.
Five to 8% of those affected will die (Crisp, 1979).
While the metabolic and starvation-related deaths could occur at
any time in the illness, suicides tend to occur only after a chronic
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course of five to seven years (Garfinkel & Garner, 1982).

Balaa and

Drossman (1985) reported a five-year follow-up study of 1000 patients.
Three-fourths of the patients attained 75% of their ideal body weight.
Less than one-third were eating normally, half still avoided high
calorie foods, and 6% had died.
Body satisfaction is low and is related to a sense of low
self-esteem.

The body is seen as a thing to be controlled and not

indulged (Sours, 1980).

While the normal diet conscious teenager

abhors the idea of dieting, the anorectic teenager takes pleasure from
the fact that she can lose weight.
Weight loss of at least 25% of original body weight, or if under
18 years of age a projected weight loss of 25% calcu1ated from growth
charts, is a primary symptom of anorexia nervosa.

Another criteria is

the refusal to maintain body weight over a minimal normal weight.
Bulimia.

The word literally means voracious appetite but in

recent years has come to mean overeating and is specifically used to
describe substantial overeating occurring in episodes.

Bulimia as a

symptom is clearly recognized as a feature of some obese subjects, some
sufferers from anorexia nervosa, and possibly as a feature of a few
patients with organic brain disease (Boakes, Popplewell, & Burton,
1987).
Self-reports on binging may often denote merely a subjective
judgment

about having eaten in an inappropriate or self-indulgent

fashion.

If subjects are judging what is proper for them to eat by

some self-imposed standard of significant restraint, then "letting go"
and eating a meal of commonplace size may be judged to be a binge.
this way, bulimia may occur in non-morbid states and may well be

In

22

characteristic of habitual restrained eaters who transgress their rules,
give in, and eat excessively (Boakes et a 1., 1987).
Bulimia as a syndrome seems to have emerged during the 1970s.
Alternative names for this syndrome are bulimarexia, purger-vomiters,
bulimia nervosa, dysorexia, and the abnormal normal weight control
syndrome.

Authors began to describe a disorder occurring in normal

weight clients in which episodic overeating with loss of control was
associated with a variety of other features both psychological and
behavioral.

As data accumulated, the American Psychiatric Association

included the syndrome of bulimia as a subclass of eating disorders in
the DSM-III.

The definition was modified in the third edition of

DSM III-R (1987).
Diagnostic criteria for bulimia are listed below.
A.

Recurrent episodes of binge eating (rapid consumption of a

large amount of food in a discrete period of time).
B.

A feeling of lack of control over eating behavior during

the eating binges.
C.

The person regularly engages in either self-induced

vomiting, use of laxatives or diuretics, strict dieting or
fasting, or vigorous exercise in order to prevent weight gain.
D.

A minimum average of two binge eating episodes a week for

at least three months.
E.

Persistent overconcern with body shape and weight.

(p. 69)
Neuman and Hslvorson (1983) described the following
characteristics of bulimic college women.
concerned with weight gain and body image.

They are excessively
They have periods of strict
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dieting followed by eating binges.
when distressed.

They frequently overeat, especially

They plan binges’ or opportunities to binge.

They

binge on high-caloric, easily ingested, and often sweet foods.
feel out of control in regard to eating patterns.
shame following binge-purge episodes.
binge-purging.

They

They feel guilt or

They are secretive about their

They are aware that the eating pattern is abnormal.

They disappear after a meal for the purpose of purging.

They harbor

self-deprecating thoughts and feelings of hopelessness and depression.
They resist seeking professional help and sabotage treatment.
Bulimia is most often found among single Caucasian women in their
early 20's who are well-educated and of average weight for their height
(Fairburn & Cooper, 1982; Johnson et al., 1982) and occasionally in
individuals from very early teens to old age.

What distinguishes the

bulimic from the anorexic patient is that the bulimic patient has no
history of excessive weight loss or amenorrhea, although she may
demonstrate food preoccupation and mild weight fluctuations.

The

absolute weight of bulimic patients is not exceptional, although it
does fluctuate markedly between and within individuals and although
various metabolic and endocrine findings indicate that the true
nutritional status is frequently abnormal (Pirke, Pahl, Schweiger, &
Warnhoff, 1984).
Russell (1979) used the term bulimia nervosa to give equal
emphasis to binge eating and the urge to gorge, compensatory behaviors
like vomiting and purgation to negate the fattening effects of ingested
food, and the extreme fear of becoming fat.
descriptions of the bulimic gorge.
from 1,000 to 10,000 calories.

Muuss (1986) has provided

The bulimic gorge can consist of

The binge time can last from 15 minutes
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to 8 hours with the average being 1.18 hours.

The reported frequency

of binges is 1 to 48 per week with the average being 12 per week.

The

calories consumed varies from 1,200 per binge to 11,500 with the
reported high being 30,000 and the average 3,500.
Fairburn and Cooper (1982) found that 60% of bulimic patients
began their binge eating patterns in their late teens following a period
of dieting to lose weight.

Johnson et al. (1982) cited contributing

factors as being slightly overweight prior to the onset of bulimia,
difficulty iri handling emotions, interpersonal conflict, and personal
loss.

Pyle and colleagues (1983) indicated that in the early stages of

bulimia, binges are often followed by a period of fasting.

Purging,

through self-induced vomiting or laxative abuse, typically follows the
onset of binge eating by about one year (Fairburn & Cooper, 1982).
Initially, purging seems to be a perfect solution to the individual's
binge eating, but over time purging may exacerbate the problem and lead
to a pattern in which the individual purges after the consumption of
even small quantities of "forbidden" food.
Victims experience a loss of control over their food intake and
consume notably excessive amounts of food.

The binge is typi.ally a

lone activity and they attempt to hide the behavior from others, and eat
quickly and sometimes ravenously, especially high carbohydrate foods.
Binges are triggered by intense emotional experiences, such as
loneliness, anger, rejection, or stress (Muuss, 1986).

Stressful

social events seem to trigger the episodes.
Between 25-40% of bulimics use alcohol, marijuana, amphetamines,
barbiturates, substances that tend to lower self-control and reduce
their will power to stay on a diet (Muuss, 1986).

In general, bulimics
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are not adequately informed as to the requirements for a nutritional,
well-balanced diet but rather follow one-sided or bizarre dietary
gjidelines.

They tend to consider food either "bad" or "good" and are

reported to not recognize that a "calorie" is a "calorie."

They are

unrealistic in goal-setting and adhere to narrowly defined standards
with an all-or-none style of reasoning and perfectionist thinking.
Manifestations of Anorexia Nervosa and Bulimia
Several physical and mental health consequences of engaging in
eating disorder behaviors are now apparent.

The most frequently

reported medical sequelae of eating disorders summarized by Herzog and
Copeland (1985, p. 297) are shown in Table 1.

The psychological and

behavioral correlates of eating disorders in college women include high
rates of depression, negative self-image, alcohol and drug-related
problems, and shoplifting (often of food) (Pyle et al., 1983).
Epidemiology of Eating Disorders
The prevalence of eating disorders appears to be increasing.

A

study from Monroe County, New York found an average annual incidence of
anorexia nervosa of 0.35 cases per 100,000 people in the years between
1960-1969 and an incidence of 0.64 cases per 100,000 people in the years
between 1970-1976 which is almost a twofold increase (Jones, Fox,
Babigar,, & Hutton, 1980).

A retrospective study in an industrialized

canon of Switzerland of cases treated for anorexia nervosa found that
from the 1950's to the 1970's the incidence of treated cases of
anorexia nervosa increased from 0.38 per 100,000 for 1956-1958 to 0.55
per 100,000 for 1963-1965 to 1.12 per 100,000 for 1973-1975 (Willi &
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Table 1
Physical Manifestations of Eating Disorders
Manifestation

Anorexia nervosa

Buiimia

Endocrine/metabolic

Amenorrhea
Osteoporosis
Euthyroid sick syndrome
Decreased norepinephrine
secretion
Decreased somatomedin C
Elevated growth hormone
Decreased or erratic
vasopressin secretion
Abnormal temperature
regulation
Hypercarotenemi a

Menstrual
irregularities

Cardiovascular

Bradycardia
Hypotension
Arrhythmi as

Ipecac poisoning

Renal

Increased blood urea nitrogen
Decreased glomerular
fiItration rate
Renal calculi
Edema

Hypokalemia
(diuretic induced)

Gastrointestinal

Decreased gastric emptying
Constipation
Elevated hepatic enzymes

Acute gastric
dilation, rupture
Parotid enlargement
Dental-enamel
erosi on
Esophagitis
Mailory-Weiss tears,
esophageal rupture
Hypokalemia
(laxative induced)

Hematologic

Anemi a
Leukopeni a
Thrombccytopeni a

Pulmonary

Aspiration pneumonia
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Grossmann, 1983).

They concluded that the increase was not because

anorexia nervosa patients are hospitalized for less severe illness.
Bulimia has been a focus of investigation for a briefer period of
time.

Prevalence and incidence studies have demonstrated wide

variability due to problems of definition or failure to distinguish
between bulimia as a symptom and as a syndrome.

For example, in the

published reports between 25% and 68% of women report binge eating
depending on how it is defined (Mitchell & Eckert, 1987).

When studies

have attempted to utilize the more stringent DSM-III criteria for
bulimia a smaller incidence is reported than that suggested by the
prevalence of the symptom of binge eating.

The reported prevalence of

bulimia among college women using the DSM-III criteria varies from 4.1%
(Pyle et al., 1983; Zuckerman et al., 1986) to 19% (Hal mi» Falk, &
Schwartz, 1981; Pope, Hudson, Yurgelun-Todd, & Hudson, 1984b).
Hart and Ollendick (1985) compared the incidence of bulimia in
university women and working women.

They reported the bulimic syndrome

in 1% of working women and 5% of university women.

Martin and

Wollitzer (1988) found 3n incidence of purging in 21% of 277 females
surveyed in a family practice setting but only 1 out of 5 purgers met
the DSM-III criteria for bulimia.

Apparently, many people practice

purging without developing bulimia.
Beumont (1988), Cooper et al. (1988), Garfirrkel and Garner (1982),
and Zuckerman et al. (1986) have recommended eating disorders be viewed
as a continuum from less severe forms of food intake restriction to
very severe forms of maladaptive weight control behaviors.

Great

variation exists in the degree of severity of the disorder which may
explain differences in reported incidence.

Some persons binge and
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purge occasionally, while for others the behavior becomes an obsession,
with characteristics similar to an addictive behavior.

Zuckermar,

et al. (1986) contend that focusing exclusively on the extreme ignores
the potential dangers from the relatively common dieting behaviors.

In

fact, when "lay" beliefs about disordered eating were examined very few
respondents considered the determined pursuit of slimness and the body
image disturbance characteristic of anorexia nervosa according to the
DSM-III to be abnormal or uncommon (Huon, Brown, & Morris, 1988).
The reports consistently demonstrate a higher prevalence among the
females than males (Muuss, 1986).

Pope et al. (1984b) surveyed 1060

individuals at two colleges and a secondary school.

None of the male

students met the DSM-III criteria for either anorexia nervosa or
bulimia while 1.0-4.2% of the women met DSM-III criteria for a history
of anorexia nervosa and 6.5% to 18.6% met DSM-III criteria for a history
of bulimia alone.

This is comparable to the study by Pyle et al.

(1983) that reported a bulimia incidence of .4% of the male respondents.
The incidence of bulimia in female adolescents aged 13-20 has been
reported to be significantly higher than in older women.

Responses on

self-report questionnaires administered to high school students
indicated 21% to 57% binge eat, 8% to 16% used self-induced vomiting,
2.2% to 4.0% reported purging on a weekly basis, while 4.0 to 9.6% met
the DSM-III criteria for bulimia (Crowther et al., 1985; Greenfeld
et al., 1987; Gross & Rosen, 1988; Healy, Conroy, & Walsh, 1985;
Hendren, Barber, & Sigafoos, 1986; Johnson et al., 1983; Williams
et al., 1986; Zuckerman et ai., 1986).
The reported incidence of anorexia nervosa among adolescents in
one boarding school was 1 in 120 while approximately 1 in 25 students
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exhibited some symptoms (Szmukier, 1983).

Between 14-25% of adolescent

females studied reported regular dieting (Johnson et al , 1983;
Szmukier, 1983, & Williams et al., 1986).

Over 60% of 17-18 year old

females were attempting to reduce their shape because they felt fat
(Crisp, Palmer, & Kalucy, 1976, cited in Rosen & Gross, 1987).
Furthermore, this was related to growth rate.

Both normal school girls

and the anorectics disliked normal adult body weight and shape and
preferred a submenarchal level.

Fifty to 60% of the females surveyed

reported skipping meals (Klesges, Mizes, & Klesges, 1987; Williams
et al., 1986).

Four percent reported using drugs to lose weight

(Wi11iams et al., 1986).
In a survey of 494 San Francisco school children Mellin (1988)
found disordered eating characteristics such as restrained eating, fear
of fat, binge eating, purge behavior and distortion of body image begin
even before adolescence.

Mellin administered a questionnaire to girls

in grades A through 12.

The survey results showed that the disordered

eating characteristics affected about one-third of the 9-year-old girls
in the study and 9 out of 10 18-year-old girls.

Distortion of body

image was most common during the early adolescent years when changes in
body fat associated with puberty occur,

iear of fat and restrained

eating were more common in the normal weight and overweight than in the
underweight.

Although only 15% were overweight, 58% perceived

themselves as overweight.
Significant sex differences have been reported in the preoccupation
with weight control.

Greenfeld et al. (1987) administered an anonymous

questionnaire on eating behavior and attitudes to the student body of a
coeducational private preparatory school.

The respondents included 424
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males and 337 females, ranging in age from 13 to 19 years.

The study

aata revealed a high freguency of concern with weight, body image,
dieting, and eating behaviors.

Although reported by both sexes, these

concerns were significantly greater in the female respondents.

Females

responded with significantly more concern about eating disorders,
feeling "fat," describing oneself as overweight; using diets, crash
diets, and diet pills for weight control.

More negative eating

attitudes and related traits for high school girls than high school
boys were also reported by Rosen, Silberg, and Gross (1988).
The child's weight perception and age is a determinant of the
dieting behavior they exhibit.

Different-aged adolescents differ in

their weight-relevant self-perceptions (Halmi, Goldberg, & Cunningham,
1977).

"In both sexes atypical eating behaviors generally were more

highly correlated with students' subjective weight opinion than with
the actual degree of under or overweight" (Greenfeld et al., 1987,
p. 105).
Social Class
It has frequently been suggested that anorexia nervosa and bulimia
are more common in the upper or middle socio-economic classes (Crisp,
1988: Crisp et al., 1975; Garfinkel & Garner, 1982; Muuss, 1986; Sours,
1980).

It is reoorted to be more common in affluent, industrialized

societies than in developing countries (Muuss, 1986).

When eating

disorders do exist in lower social classes, they have been associated
with poorer outcome for treatment (Crisp, 1988).
Although eating disorders have been reported to predominate in the
upper sociueconomic classes, when case histories are used to determine
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incidence, several studies in the general population contradict that
assumption.

Szmukler (1983) did report a higher prevalence among

private school girls in England; however, Rosen, Silberg, and Gross
(1988) and Johnson, Lewis, Love, Lewis, and Stuckey (1984) reported no
significant relation between socioeconomic class and the prevalence of
eating disorders among American high school students.

In fact, when

Pope, Champoux, and Hudson (1987) administered a previously validated
questionnaire to 394 women at nine state-regulated bingo tournaments,
surprisingly, eating disorders were more commonly reported by lower
income respondents.
Family Correlates
Case histories of eating disorder victims provide compelling
accounts on the role played by family dynamics in development of
anorexia nervosa.

Early descriptions of the anorexia nervosa victims

portrayed their mothers as intrusive, overprotective, anxious,
perfectionistic, and fearful of separating from their children; fathers
were commonly described as emotionally constricted, obsessional, moody,
withdrawn, passive, and ineffectual.

The families were depicted as

having very poor conflict resolution.
Five primary patterns of impaired family interaction that are
believed to contribute to the psychosomatic pathology of anorexia
nervosa have been identified from case histories.

These patterns are

enmeshment, overprotectiveness, rigidity, conflict avoidance, and poor
conflict resolution (Kalucy, Crisp, & Harding, 1977; Minuchin, Rosman,
& Baker, 1978; Sours, 1980).

Family processes are bound together in a

self-regulating cycle that minimizes conflict and change.

In essence,
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-the boundaries that keep family members overirivol vec

mth each other

and separated from the world are well-defined and strong, producing a
child unable to deal with the demands of adolescence.

The children

have difficulty differentiating and separating from overinvolved,
overprotective parents (Garfinkel & Garner, 1982; Humphrey, 1983).

The

anorexia nervosa victims perceive themselves as not in control of their
behavior, needs, or impulses, but rather they feel under direction of
external sources.

The close familial ties make it difficult for the

child to gain competence in social interaction.

Therefore, the social

pressures of the adolescent period produce frustration and confusion
for the child.

These children encounter problems they are unprepared

to resolve and choices they are unable to make.
Current research attempting to verify these reports as well as
identify familial characteristics and correlates of bulimia has been
contradictory.

Recent studies have examined nurturance in bulimic

families, cohesive characteristics of bulimic families, negative
criticism, contradictory communication, parental expectation, and stress
along with feelings of failure.

A study by Kagan and Squires (1983)

investigated the relationship between dieting, compulsive eating,
and feelings of failure in adolescents.

A multiple choice

questionnaire was completed by 405 high school students.

Among the

male respondents, compulsive eating was directly related to feelings
that they had failed to meet perceived expectations of their parents.
Compulsive eating of female subjects was dependent upon the perceived
power structure of the family.

Girls from families perceived to be

mother-dominated reported more compulsive eating, a feeling of failure
to meet mother's standards, and a higher need for social approval than
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did girls from families in which mothers and fathers were perceived to
rule as equals, or families where children perceived to share equally
*

with parents in making major decisions.

Beattie (1988) suggests that

women's vulnerability to eating disorders derives at least in part from
the nature of the mother-daughter relationship.
Eisele, Hertsgaard, and Light (1986) reported differences in the
Bulimia subscale of the EDI according to the respondents' perceived
relationship with their mother.
Those girls who felt good about their mothers when their mothers
were happy and did things for themselves, had the lowest mean
score of 1.18, while those girls who felt good about their mothers
when they used "fair" (as perceived by the girls) discipline and
allowed independence, had the highest mean score of 2.52.

Girls

who felt good about their mothers all the time had a mean score of
2.27, and those who were happiest with their mothers when they
were interested in them, did things together, and used praise, had
a mean score of 2.07.

(pp. 286-287)

Humphrey (1986) compared parental relationship among women with
bulimia, bulimia-anorexia, and normal controls using Benjamin's
Structural Analysis of Social Behavior Model and Rating Scales.
Analysis of the results of the data from this study indicated that the
two bulimic subgroups experienced deficits in parental nurturance and
empathy relative to normal young women.

The deficits in perceived

nurturance were more severe than in classical anorexia.

In addition,

both bulimics and anorexics viewed their parents as more blaming,
rejecting, and neglectful toward them relative to normal controls, and
they treated themselves with the same hostility and deprivation.
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Bulimics felt very negative about their bodies, themselves, and their
relationships with their parents.

They felt deprived of nurturance and

empathy and also abused and neglected by parents.
A study by Palmer, Oppenheimer, and Marshall (1988) failed to
support the difference in nurturance identified by Humphrey (1986).
Palmer et al. (1988) used the parental bonding instrument to compare,
the way in which bulimic and anorectic patients remembered their
parents during childhood and found no differences in protectiveness,
but small inconsistent differences in caring for patients with eating
disorders.

The differences, however, were small which led Palmer

et al. to conclude that their data did not suggest eating disorder
patients had a childhood characterized by any particular pattern of
parental relationship.
Kagan and Squires (1985) had a unique approach to examining the
family characteristies of eating disorder victims.

These researchers

investigated normal rather than pathologic individuals.

The hypothesis

of the study was whether normal young people who tend to eat
compulsively or diet restrictively perceive their families as
relatively enmeshed and rigid as reported to occur in the clinical
population of bulimics and anorectics.

Results from the study

demonstrated a significant relationship between perceived family
interrelations and impulsive eating for males but not among females.
Among males, family variables accounted for a surprisingly large
proportion (18%) of the variance in compulsive eating behavior.

Males

who tended to eat compulsively perceived their families as relatively
uncohesive and rigid, were relatively dissatisfied with their families,
and had a relatively cold relationship with their parents.

The authors
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concluded the data suggested that subjects who binged or dieted
restrictively did not appear to share family patterns associated with
clinical eating disorders but rather compulsive eating in females may
be a response to stress.

The suggestion that compulsive eating is a

response to stress was supported by Ordman and Kirschenbaum (1986) who
documented that the bulimics in their study were eating far more often
in response to feeling depressed or anxious compared to normals and
less often when they were hungry.
In addition to the lack of nurturance and impaired family
cohesiveness, high expectations, stress, and excessive parental
criticism may be family interaction patterns that contribute to
abnormal eating behaviors.

Humphrey, Apple, and Kirschenbaum (1986)

contend that frequent use of negativistic and complex contradictory
communications may be important in the development and/or maintenance of
bulimia and/or anorexia.

Sights and Richards (1984) compared parents

of six bulimic females with those of six nonbulimic women and reported
parents of bulimics differed from controls in expectations and stress.
These authors conducted structured interviews using the Likert scales
for analysis and found the mothers of bulimic women to be more
domineering and controlling than the mothers of nonbulimic counterparts
while holding higher expectations for their daughters.

The fathers

of bulimic subjects were seen as close to their daughters during
childhood but grew more distant during adolescence.

A similar

deterioration of the father-daughter relationship was not reported for
the control group.

These authors concluded that parents of bulimics

were more demanding, more inclined to openly compare siblings, and
demonstrated higher levels of parent/daughter stress.
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In summary, although reports are contradictory, recent reports
suggest that dysfunctional family relationships appear frequently in
association with the development and persistence of abnormal eating
behaviors.

These families are also reported to-be less cohesive, less

nurturant, and more conflictual, disengaged, intrusive, hostile,
and negating of the child's emotional needs.

Not only does it appear

that family interaction patterns may be a contributing factor in the
development of pathological conditions,, they also may impair normal
nutritional intake.

Hertzler and Vaughn (1979) conducted an extensive

review of research relating family and nutritional status.

The

analysis of data from the investigations chat focused on interactional
family variables indicated that family stability, unity, and
communication' were important factors in relation to food habits.
Wakefield and Merrow (1967) examined the relationships of deviation
from average body weight to the degree of agreement of parents on
child-rearing. beliefs.

Parents who agreed on child-rearing practices

had average-weight children who consumed diets containing nutrients
equal to more than 90% of recommended dietary allowances.

Children

from families in which parents disagreed on parenting practices had
less adequate nutrient intakes and were more frequently underweight or
overwei ght.
Hinton, Chadderdon, Eppright, and Wolins (1962) examined eating
habits and personal adjustment of young girls from families described
as stable.

Girls who scored high on personal adjustment, family

relationship, and conformity tended to miss fewer meals and have better
diets.

Females who were criticized by their parents for improper

eating habits had less adequate diets.

It was the conclusion of the
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researchers that adolescent maturity and emotional adjustments, family
relationships, and parental love were important influences on food
habits.
Kintner, Boss, and Johnson (1981) attempted to verify these
earlier investigations on family interactions and nutrient intake
through the use of a more multidimensional study.

ThCb-a researchers

conducted an exploratory study to determine the strength and
relationship of family environment variables and dietary intake.
Analysis of the findings from the interviews with 4? young families
indicated a significant negative relationship between the family's
dysfunctional environment (as indicated by high conflict, control, and
organization) and family nutritional intake.

The authors concluded

that family members do exhibit the nature of the family environment
through their own eating behaviors.
Families may contribute some genetic predisposition to eating
disorders (Garfinkel & Garner, 1982).

There is evidence that victims

often come from families where there is obesity (Kalucy et al., 1977).
The bulimic patients had a significantly higher prevalence of maternal
obesity than fasting patients (Casper, Eckert, Halmi, Goldberg, &
Davis, 1980).

A tendency to neurotic illness which is partly

genetically determined may also be important.

A higher percentage of

siblings or parents of anorexia nervosa subjects are victims of
anorexia nervosa than in the general population (Crisp, 1988; Garfinkel
& Garner, 1982).

The risk of developing eating disorders is seven

times as great among female immediate relatives of eating disorder
victims than of controls (Strober & Humphrey, 1987).

Crisp (1988)

suggests this may be because of anxiety which might be associated with
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depression and other phobic diseases; "propensity for anxiety avoidance
behavior"; "combination of ronstitutional impulsivity and
introversion"; and a "cognitive style subordinate to a undimensional
construct system wherein all thinking is governed by concepts of good
and bad body weights"; "obesity and insulin resistance" (p. 5).
Personality Correlates
Psychologic correlates of bulimia and anorexia nervosa in
adolescents could be useful information for the etiology and prevention
of eating disorders.

Personality features that have been associated

with bulimics have been described as the tendency towards
perfectionism, high achievement (Muuss, 1986); fear of not being able
to stop eating, fear of losing control, a low self-esteem associated
with loss of control (Dunn & Ondercin, 1981; Muuss, 1986; Weiss &
Ekert, 1983); low personal opinion, feelings of guilt and depression
(Casper et al., 1980; Muuss, 1986).

Bulimics are believed to be

egocentric of what others think and believe that others are watching
them constantly (Casper et al., 1980; Muuss, 1986).

Bulimics

reportedly experience a great need to please others (Dunn & Ondercin,
1981; Muuss, 1986); and may be submissive and dependent.

Bulimics

feel unable to control their lives (Dunn & Ondercin, 1981; Muuss, 1986)
and are concerned with sexual attractiveness (Muuss, 1986).

The

secretive eating of bulimics results in dishonesty, causing their
interpersonal relationships (Muuss, 1986) to fluctuate between
transient, superficial ones and intense, dependent ones that lead to
further personal devaluation and anger (Garfinkel & Garner, 1982).
Nourishment becomes a substitute for tenderness, affectio*,, love, sex,
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happiness, and fulfillment (Muuss, 1986).

Bulimics are reported to be

more extroverted than anorectics (Casper et a!., 1980) and more
impulsive than non-bulimics (Pyle et al., 1983).

Gross and Rosen

(1988) reported bulimics exhibited more negative body image, more
negative self-esteem, social anxiety, and depression than normal
adolescents.
At this point, it is not clear what proportion of the bulimic
population shares any or all of these characteristics and whether the
characteristics increase the risk for developing bulimia or bulimia
exacerbates those characteristics.

It may be that such personality

characteristics make one more vulnerable to societal pressures and,
hence, to dieting.

Such individuals may be prone to more negative

emotions and, hence, at greater risk for emotional eating or breakdown
in dieting restraint.
Recent empirical studies have been conducted to verify the
preceding descriptions of bulimic personality characteristics.
Greenberg (1986) investigated the relationship between personality
traits and binge eating in a group of 20 bulimic female undergraduates
and 114 nonbulimic counterparts. The bulimic subjects scored more
deviantly on measures of depression, dietary restraint, life stress,
and binge eating.

Greenberg interpreted the results to indicate

bulimia and/or binge eating episodes may be a reaction to depression in
women whose restrained eating has placed them in a state of emaciation.
Wallach and Lowenkoph (1984) concluded after conducting extensive
personality evaluations of five bulimic women (ages 21-46) that the
protocols were more conspicuous for their heterogeneity than for their
homogeneity.

Failure to identify a distinct personality type does not
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rule out the possibility that personality characteristics play an
important role.

Bulimic individuals have been compared to controls

through the use of instruments such as the Minnesota Multiphasic
Personality Inventory (MMPI), the Beck Depression Inventory, Symptom
Checklist-90 Revised, and the MMPI-168.

These tests have demonstrated

significantly more pathological personality characteristics among
bulimics than control subjects.

Bulimics showed evidence of

significant anxiety, depression, restrictive eating standards, low
self-efficacy for dieting, distorted eating-related attitudes,
generalized irrational thinking styles, and body image distortion
(Cooper et al., 1988; Mizes, 1988; Muuss, 1986; Prather & Williamson,
1988; Strauss & Ryan, 1988).

A trend was found suggesting discomfort in

social situations and withdrawal from meaningful relationships (Mizes,
1988; Wallach & Lowenkoph, 1984).

Bulimics more strongly endorsed the

idea that weight is related to one's self-worth, that rigid
self-control relates to self-worth and rigidity in self-reg j 'ation
efforts (Mizes, 1988) than non-eating disordered women.

Bulimics are

reported to have somatic symptoms, to be narcissistic and demanding,
have difficulty expressing anger, experience depression and
self-criticism, need attention and affection, are manipulative, have
relationship difficulties, are impulsive, act out, are anxious and
ruminative, feel insecure and inferior, worry about being liked,
and are perfectionists with a high set of standards (Cooper et al.,
1988; Dykens & Gerrard, 1986; Mizes, 1988).

They have a poor body

image and experience food binging which represents escape from
intolerable feelings; among these are boredom, loneliness, anger,
and depression (Cooper et al., 1988; Ordman & Kirschenbaum, 1986).
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Kaplan, Busner, and Pollack (1988) examined the relationship between
depression in adolescents and their perceived weight and actual weight.
The analysis of variance of this study's results revealed those who
perceived themselves to be of normal weight were less depressed than
those who thought they were underweight or overweight.

Females tended

to be less depressed if actually underweight.
Descriptions of personality characteristics of anorexia nervosa
victims are based primarily on clinical conditions making it difficult
to separate character traits of anorectics from features of starvation.
In addition, the mean age for anorexia nervosa victims is during
adolescence before the personality is developed, which therefore
contributes to the diversity in reports of the characteristic
personality of anorexia nervosa (Garfinkel & Garner, 1982).

Reports

describe anorectics as obsessional or hysterical, egocentric,
sensitive, shy, introspective, and irritable.

All of these traits have

also been demonstrated in victims of starvation (Keys, Brozek, Henschel,
Mickelson, & Taylor, 1950).

Other reports refer to their personality as

compliant, perfectionistic, and dependent.
Investigations have examined the personality characteristies of
anorexia nervosa victims.

One common assumption is that anorectic

children are more dependent or childlike in their reasoning ability
(Eruch, 1973).

Since mothers of anorectics are overprotective,

overconcerned, and overly devoted to their children they tend to do
things for the child rather than let the child do and learn, thus
preventing the child from taking an active role in the assimilation and
interpretation of stimuli.
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To test this hypothesis Kowalski (1986) compared the reasoning
abilities of female anorectics, normally developing adolescents, and
prepubertal children.

The conclusions drawn from the multivariate

analysis indicated anorectics were equivalent to normal developing
adolescents in their cognitive reasoning skills--and did not support
the reported child-like manner of reasoning.

The one exception was the

immature ability of anorectic females to isolate variables when more
than one factor was affecting the outcome.

Normal adolescents were

significantly better than the anorectics in isolating the effective
variable and excluding the ineffective variable.
Birth Rank
Research has demonstrated a relationship between obesity and birth
rank; therefore, it would be logical to consider whether this is also
a factor for eating disorders.

Obesity in adult life is significantly

associated with being an only child or otherwise being the younger or
youngest of a sibling group (Crisp, 1970).

Crisp suggested that

this phenomenon is "most likely due to interactions between
genetico-constitutional and environmental factors" (p. 3).

For

instance, high birth weight, which is associated with subsequent
obesity and with being younger born may be partly related to maternal
feeding habits during pregnancy.

Obesity in only children may well be

related to important environmental and social class factors including
psychopathology within families that have only one child (Crisp, 1988).
Crisp evaluated 60 anorexia nervosa patients and found characteristics
similar to the obese population in regard to the high birth weight and
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feeding patterns in the first year of life; subsequently they had grown
more rapidly than the control population.
EDI Correlates
Given the seriousness of eating disorders, effective and accurate
measures of disturbed attitudes and behaviors are needed for
adolescents.

In fact, the pragmatic approach to the treatment of

eating disorders would be the early identification of risk factors.

In

an attempt to identify risk factors and develop an effective screening
device it would be helpful to develop adolescent norms for the EDI.
These norms would have important implications for studies of pathology
and intervention, especially in the age ranges when abnormal eating
behaviors are initially tried and learned.

Three groups have reported

standards for the EDI.
The norms that were established by Rosen, Silberg, arid Gross
(1988) for adolescents are shown in Table 2, along with the established
norms for adult women by Garner, Olmstead, and Polivey (1983) and the
means reported by Williams et al. (1986).
Several investigators have tried to identify correlates to the
various subscales of the Eating Disorder Inventory (EDI).
has been identified as one correlate to the EDI scores.

Self-esteem
A sample of

169 high school students by Grant and Fodor (1986) demonstrated that the
dimension of self-esteem was the major factor in the prediction of
anorexic behaviors as measured by the EDI.

The adolescent sample

completing the EDI for Gross and Rosen (1988) demonstrated a more
negative self-esteem among the bulimics as measured by the EDI.

Gross
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and Rosen indicated the bulimics also exhibited more social anxiety and
depression than normals.
Table 2
Mean and Standard Deviations for the EDI (N = 454)
Garner
Adult women

Rosen
Adolescent girls

Wi11iams
Adolescent girls

Mean

Standard
Deviation

Mean

Mean

Standard
Deviation

5.0

5.6

5.9

4.3

5.2

10.2

11.3

7.7

9.7

7.3

Buiimi a

2.0

2.1

3.3

1.3

2.2

Ineffectiveness

2.0

4.2

5.1

3.1

4.2

Perfectionism

5.2

5.2

4.3

5.3

3.8

Interpersonal Distrust

2.2

3.6

3.8

3.5

4.2

Interoceptive Awareness

2.9

4.5

5.3

4.4

5.4

Maturity Fears

2.5

4.2

3.6

3.8

3.2

Scale

Drive for Thinness
Body Dissatisfaction

The adolescents' opinions about their body weight have been
correlated to the EDI scores.

While Greenfeld et al. (1987) found a

sizeable number of women reported self-induced vomiting, it was more
highly correlated with the subjects' opinions about the desirability of
their weight rather than their reported body weight.

In another

adolescent study, Eisele, Hertsgaard, and Light (1986) found the
adolescents that were below ideal body weight received the lowest score
for Body Dissatisfaction.

Other researchers have compared the scores

of groups of victims with known eating disorders.

Underweight
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anorexics and underweight bulimics scored significantly lower on the
EDI scale for body dissatisfaction (Humphrey, 1986). Bulimics at normal
weight reported the highest score on the EDI for Body Dissatisfaction
(Humphrey, 1986).
Correlates with the other subscales have also been explored in
eating disorder victims.

All the types of eating disorder victims were

more disturbed than control subjects on pursuit for thinness,
perfectionism, bulimia, and maturity fears (Humphrey, 1986).

However,

only the bulimic subjects were more interpersonally mistrustful,
ineffective, and dissatisfied with their bodies.

The bulimics felt

very negative about their bodies, themselves, and their relationships
with their parents.

They felt deprived of nurturance and empathy and

also abused and neglected.
Demographic correlates to the EDI have been contradictory.

Rosen,

Silberg, and Gross (1988) found no significant difference on the basis
of race, age, socioeconomic status, or residence.

Eisele et al. (1986)

found a lower incidence of bulimia as scored on the EDI in the urban
students.
Eisele et al. (1986) reported an increase in the Maturity Fears
subscale score of students with unskilled fathers, and a decrease in
maturity fears with an increase in student's age in students between
ages 12-14.

These authors also reported a higher score on the

Perfectionism subscale for the "A" students.

These researchers

reported significant differences on the EDI subscale scores based on
intact versus broken family situations, subject's actual and desired
body weight, respondents' school grades, fathers' form of employment,
and attitudes toward their mothers.

Girls at or above normal body
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weight had EDI mean scores of 5.00 and 6.55 respectively on the Drive
for Thinness scale while respondents below ideal body weight had a mean
score of 2.69.

They reported respondents residing in towns with a

population of more than 5000 had mean Bulimia subscale scores of
1.28, respondents from farms had a response of 1.89, and those from
rural towns had a response rate of 2.23.

Respondents who were at their

preferred weight had mean scores for Bulimia of .53, while those who
desired to weigh more had mean scores of 2.31 and those who desired to
weigh less had a mean score of 1.98.

On the Body Dissatisfaction

subscale, the older the girl the higher the mean score.

Those who

wanted to weigh less also had a higher score than those who were
satisfied with their weight.

Respondents who were below ideal body

weight had the lowest mean score for Body Dissatisfaction while those
that were overweight had the highest score.

CHAPTER III

METHOD
Procedure
Three high schools in the midwest were selected to participate in
the research project according to the following criteria:

(a) the

schools represented different geographic locations (rural, semi-rural,
and urban); (b) the schools each had a comprehensive high school
curriculum (i.e., one which includes a full academic and some vocational
programs); (c) the students enrolled in the subject schools provided a
population of students of different age, economic status, and academic
ability; and (d) the schools' faculty were willing to allow students
sufficient time to complete the survey.

The high schools were located

in a small rural town of 1,600, a semi-rural town of 12,591, and an
urban area of 100,000.
supported school.

The urban high school was a private church

Three high schools were used, not only to increase

sample size, but to increase the demographic diversity of the sample so
as to maximize the generalizability of the findings.

All the female

students enrolled in these schools in grades 9 trough 12 were invited
to participate in the project.
With the cooperation of the respective schools, consent forms
containing a brief explanation of the study were sent to the parents or
guardians of the female students enrolled in the high schools, seven
days in advance of the study.

The introductory letter included with
47
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the consent form described the study as a research project on
adolescent eating patterns to identify the barriers teenagers encounter
in their attempt to attain a proper nutrient intake.

The letter and

consent form are included in Appendix A.
The principal at each school selected the day, time, and location
for the research to be conducted.

Cooperating teachers were provided a

description of the study seven days in advance.

A copy of the letter

provided to teachers is located in Appendix B.

All female students in

attendance on the designated day were given an explanation of the
research project.

Students were offered the opportunity to participate

in a research project on adolescent eating patterns.

They were told

that the research would require they honestly complete a questionnaire
about their lifestyle, eating habits, and feelings about body weight.
Subjects, parents, and the school districts were assured of the
anonymity and confidentiality of the information they provided.
of the explanation is found in Appendix B.

A copy

The questionnaire students

completed is included in Appendix C.
On the day of the study, the questionnaire was distributed to the
subjects in a designated classroom (e.g., all the English classes in
the rural high school, all the social studies classes in the semi-rural
high school, and in general assembly in the private urban high school).
After a brief explanation of the research and a description of the
forms to be completed, students were given the appropriate amount of
time (approximately 20 minutes) to complete the questionnaire.
Questionnaires were coded according to the school the respondent
attended.

A score of 1 indicated the rural high school, a score of 2

indicated the urban private high school, and a score of 3 indicated the
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semi-rural high school.

The questionnaire the students completed

consisted of the 64-item Eating Disorder Inventory (EDI) developed by
Garner, Olmstead, and Polivey (1983) and personal background questions
developed specifically for this project.

The personal background

questionnaire was designed to elicit the following information:
(a) basic demographic data; (b) current weight, height, perceived ideal
body weight; (c) medical conditions affecting nutrient intake;
(d) television viewing habits; (e) perception of communcation and
interaction with parents (f) previous nutrition and weight education;
(g) academic achievement; and (h) extracurricular activities.
The EDI format requires the subjects to respond to a
six-point-forced-choice item by rating whether each item applies
"always," "usually," "often," "sometimes," "rarely," or "never."

The

most extreme pathological responses of "always" or "never," depending
on the keyed direction, earn a score of 3; the immediately adjacent a
score of 2, the next response 1, and the three choices opposite the
most pathological response receive no score (0).

Scale scores are the

summation of all item scores for that particular scale.

The higher the

scale score, the greater the potential for eating disorders.
The personal background questionnaire asked students their age,
grade in school, the number of brothers, the number of sisters, their
birth rank, their father's occupation, their mother's occupation, the
formal education of each of their parents, the number of hours they
spent watching television by each day of the week, the type of letter
grade they usually received in school, and to list the school activities
in which they participated.

They were also asked whether they were

living with both parents, father only, mother only, foster parents, or
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in another type of living situation.

They were asked to record their

current body weight, their height, their perceived ideal body weight,
:ne highest previous body weight, the length of time they had been at a
higher body weight, and how long ago they had been at a higher body
weight.

They were required to list any chronic medical conditions that

affected the food that they ate.
The individual responses for the personal background questionnaire
were tabulated.

Similar scoring was used for both number of brothers

and number of sisters.

Sibling groupings were 0 indicating that the

respondent had no siblings of the sex being scored, 1 indicating that
the respondent had one sibling of the sex being scored, or more than 2
indicating the respondent had more than two siblings of the sex being
scored.

Birth rank was recorded as only child, youngest child, oldest

child, or middle child.
Social class was determined by the parents' occupational status.
The National Opinion Research Center prestige codes that were developed
by Hodge-Siegel-Rossi in I960 (United States Bureau of Census [USBC],
1971) were utilized to distinguish between socioeconomic groups.
Prestige scores greater than 51 were classified as professional (e .g .,
physicians, lawyers, judges, teachers), 47 to 50 as technical (health
technologists, engineering technicians, biological technicians,
programmers, insurance brokers), 37-45 as skilled (e.g., carpenters,
therapy assistants, department managers, farmers), 30-36 as
semi-skilled (e.g. salesmen, dispatchers, cashiers), and less than 29
as unskilled (e.g., laborers, maids).

Reliability and stability over

time of the Hodge-Siegel-Rossi prestige scores has been established.
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Students were given a code of 1 if their mother was employed and a code
of 2 if their mother was not employed.
Students were asked to report their current body weight and what
they perceived to be their ideal body weight.

To control for the

effects of age and height on weight, the Vital and Health Statistics
Data from the National Health Survey (United States Department of
Health, Education and Welfare [USDHEW], 1977) was utilized to ascertain
the normal weight range for each respondent.

Subjects were classified

as below the normal weight range if they were -10% or less from the 50th
percentile for their age, height, and sex.

They were classified as

above the normal weight range if they were +10% or more above the 50th
percentile for their age, height, and sex.

Respondents were given a

code of 1 if they were below the normal body weight range, a 2 if they
were within the normal body weight range, and a 3 if they were above
the normal body weight range.

Respondents were also evaluated

regarding their perceived ideal body weight.

They were given a 1 if

their perceived ideal body weight was below the normal body weight
range.

They were given a 2 if the perceived ideal body weight was

within the normal weight range, and a 3 if the perceived ideal body
weight was above the normal weight range.

Respondents were also

analyzed regarding the relationship between their perceived ideal body
weight and their current body weight.

Respondents were given a 1 if

their perceived ideal body weight was below their current weight.

They

were given a 2 if their perceived ideal body weight was the same as
their current weight, and a 3 if their perceived ideal oody weight was
above their current body weight.
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The respondents were asked to estimate the number of hours they
watched television each day.

These daily hours were totaled to provide

a weekly estimate of hours of television viewed.

The total number of

hours were then grouped as less than 10 hours per week, 11-20 hours per
week, 21-30 hours per week, and greater than 31 hours per week.

The

extracurricular activities listed by the students were coded as 0, 1,
2, 3, 4, or more than 5 activities.

A score was given to each

respondent for the highest level of education they had received in
nutrition or instruction on a healthy body weight.

Respondents

received a score of 1 if they reported receiving no nutrition
education, a 2 if they had reported receiving only a few basics about
good eating habits in grade school, a 3 if they reported receiving some
basic nutrition information in high school, a 4 if they reported
receiving a fair amount about nutrition and how to achieve an adequate
diet in high school classes, a 5 if they reported having received
adequate information on nutrit^n

classes so they always know what

they should eat, and r - ."My a score of 6 if they felt they were able
to apply the inform
appropriate foods for

-cy had received in school to selecting
.mselves.

A similar scoring system was used

for evaluating their education on healthful body weight.

They received

a 1 if they reported receiving no education on a healthful body weight.
They were given a score of 2 if they reported some weight/body
proportion basics in grade school.

A score of 3 indicated some basic

weight/body proportion oasics in high school.

A score of 4 indicated

they perceived having a fair amount of education about weight/body
proportion in high school classes.

A score

5 indicated they
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reported having an adequate amount of information on appropriate body
weight and how to achieve it in high school classes.
Students were presented nine six-point-forced-choice situations
where they must indicate if their parents would disapprove by rating
•

i

whether each item applies "always," "usually," "often," "sometimes,"
"rarely," or "never."

A response of "always" was given a score of 3;

the immediately adjacent response a score of 2, the next response 1,
and the three choices opposite the most disapproving response received
no score (0).

The total score for the nine situations was recorded for

each respondent.

Students were presented nine six-point-forced-choice

situations where parents might allow them to make their own decisions
where they must indicate if their parents would allow them to make
their own decisions by rating whether each item applied "always,"
"usually," "often," "sometimes," "rarely," or "never."

A response of

"never" was given a score of 3, the immediately adjacent response a
score of 2, the next response 1, and the three choices opposite the
lack of opportunities to make their own decisions received no score (0).
The total score for the nine situations was recorded for each
respondent.

Students were asked how they perceived their parents'

reaction when they (the students) had a problem.

They were asked

whether their parents went overboard and lectured them, considered the
problem to be not all that serious, were unaware of the existence of a
problem, were willing to listen to the student's problem, or whether
the student was uncomfortable discussing a problem with their parents.
Once again, the questions were six-point-forced choice situations by
rating whether each reaction applied "always," "usually," "often,"
"sometimes," "rarely," or "never."

A response of "always" was given a
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score of 3; the immediately adjacent response a score of 2, the next
response 1, and the 3 choices opposite these parental interaction
patterns received no score (0).
Subjects
Overall, 454 female students responded, indicating a 72% return
rate across schools.

The return rate at the rural school was 94%, at

the semi-rural school 72%, and at the private urban school it was 5l%.
The largest number of respondents attended the semi-rural school w *n
76.2% of the sample.

The rural school and the private urban schoo

comprised 13.4% and 10.4% of the sample population respectively.
The age and grade demographics of the subjects who participated in
the study are shown in Table 3'.

A relatively equal proportion of

participants represented ages 14-17 with 22.8% of the population being
age 14, 29.3% age 15, 29.3% age 16, 25.7% age 17, 17.5% age 18, and .4%
age 19.

Three students did not provide this information.

A relatively

equal proportion of participants from each grade was represented, since
20.4% of the respondents were enrolled in 9th grade, 29.9% in 10th
grade, 29% in 11th grade, and 20.6% in 12th grade.

Again, three

students did not respond to this question.
The family demographic characteristics of the sample are shown in
Table 4.

A large proportion of the subjects lived in intact family

situations (74.6%) while 3.1% lived only with their father, 13.9% lived
only with their mother, .9% lived with foster parents, 7.5% reported
other living situations, and two students did not respond to this
question.
(72.8%).

A large proportion of the respondents had an employed mother
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Table 3
Age and Grade Demographic Characteristics of the Sample (N = 454)

Total Sample
Variable
Age

Mean

Medi an

Standard
deviation

16.3

16

1.14

14
15
16
17
18
19
Subject did not respond
to this question

N

%

19
103
132
116
79
2

4.2%
22.8
29.3
25.7
17.5
.4

3

Grade in school
9
10
11
12
Subject did not respond
to this question

■

92
135
131
93

20.4%
29.9
29.0
20.6

"5

*-/

With respect to constellation 34.8% of the respondents were oldest
children, 37.5% were youngest children, with 25% being middle children,
and 2.7% being only children.

Six students did not respond to this

question.
In regard to the sex distribution of siblings of the respondents, a
relatively equal proportion of respondents had sibling brothers as
those having sisters.

For example, 21.7% had two brothers while 19.2%

had two sisters; 26.1% had no brothers and 31.6% had no sisters; 41.6%
had one brother and 37.3% had one sister; a relatively limited number
of students had more than four brothers or sisters.
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Table 4
Family Demographic Characteristics of the Sample (N = 454)

N

%

337
14
63
4
34
2

74.6%
3.1
13.9
.9
7.5

156
168
112
12
6

34.8
37.5
25.0
2.7

Living situation
Subject
Subject
Subject
Subject
Subject
Subject

resides with both parents
resides only with father
resides only with mother
resides with foster parents
reported other living situations
did not respond to this question

Birth rank of respondent
Oldest child
Youngest child
Middle child
Only child
Subject did not respond to this question
Number of brothers and sisters of respondents
Brothers

None
One
Two
Three
Four
Five
Six
Seven
Did not respond

Sisters

N

%

N

%

118
188
98
21
20
6
0
1
2

26.1
41.6
21.7
4.6
4.4
1.3

143
169
87
31
10
7
4
2
1

31.6
37.3
19.2
6.8
2.2
1.5
.9
0.4

0.2

^Prestige score is based on the Hodge-Siegel-Rossi Prestige Scores used
by the National Opinion Research Center (USBC, 1971).
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Characteristics of the socio-economic status of the respondents
are shown in Table 5.

With respect to the socioeconomic classes, the

majority of the families fell within the middle socioeconomic classes
with the head of the household's employment being professional for
22.9% of the respondents, technical for 20.1% of the respondents,
skilled for 33% of the students, semi-skilled for 8.4%, and unskilled
for 15.6% of the respondents.

Seventeen students did not respond to

this question.
Table 5
Socioeconomic Class of the Sample Respondents (N = 454)

Mean

Median

Standard
deviation

N

%

100
88
144
37
68
17

22.9
20.1
33.0
8.4
15.6

313
117
24

72.8
27.2

Prestige score of head of household3
f'-'-s
UD

*—

CO
v~
Professional
Technical
Ski 1led
Semi-ski 1led
Unskilled
Subject did not respond to this question
Employment status of mother
Mother employed
Mother not employed
Subject did not respond to this question

aPrestige score is based on the Hodge-Siegel-Rossi Prestige Scores used
by the National Opinion Research Center (USBC, 1971).
The school demographic characteristics of respondents are shown in
Table 6.

With respect to achievement the highest percentage of students
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Table 6
School Demographic Characteristics of Respondents (N = 454)

Vari able
Number of extracurricular
activities

Mean

2.34

Median

2

Standard
deviation

10 or less
11 to 20
21 to 30
31 or more
Subject did not respond to
this question

%

1.87
51
91
92
70
31
16
11
10
3
4

None
One
Two
Three
Four
Five
Six
Seven
Eight
Nine
Subject did not respond to
this question
Hours of television watched

N

13.5%
24.0
24.3
18.5
8.2
4.2
2.9
2.6
0.8
1.1

75
11.50

15.12

9.96
246
132
43
25

55.2
29.6
9.6
5.6

8

Grades received in school
Grade of A
Grade of B
Grade of C
Grade of D
Subject did not respond to
this question

133
209
101
8
3

29.5
46.3
22.4
1.8
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classified their achievement as earning the grade of "B" (46.3%), while
29.5% were "A" students, 22.4% were "C" students, and a very limited
number were "D" students (1.8%).

The largest number of students

participated in one or two extracurricular activities with the mean
being 2.34 activities.

The largest number of students reported having

received basic information on nutrition in high school or felt they had
a fair amount of nutrition knowledge.

Likewise, the largest percentage

of students responded that they had received the basic information on
weight requirements through a high school course.
The body-weight demographic characteristics of the respondents are
shown in Table 7.

When compared to the Vital and Health Statistics

Data from the National Health Survey (USDHEW, 1977) for normal body
weight range 59.8% of the respondents were within the normal weight
range, while 16.9% were below the normal weight range, and 23.3% were
above the' normal weight range.
Analysi s
The purpose of the project was to determine the mean score arid
percentile rank for adolescents on the EDI and characterize the females
who score high on the EDI subscales.

The Pearson Product Moment

Coefficients of correlation between the subscales of the EDI were
conducted to determine correlations between the EDI subscales.
Multivariate analysis of variance procedures were used to determine
differences in the EDI subscales according to demographic factors and
parental characteristics.

The Wilks Lambda Criterion for significant

differences was used because of the correlation between the variables.
Characteristics that were found to be significant with this criterion
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Table 7
Body-Weight Demographic Characteristics of the Sample (N = 454)

N

%

72
254
99
29

16.9%
59.8
23.3

125
268
28
33

29.7
63.7
6.7

329

79.9

52
31
42

12.6
7.5

Body weight
Subject
Subject
Subject
Subject

was
was
was
did

below normal body weight
at normal body weight
above normal body weight
not respond to this question

Perceived ideal body weight (IBW)
Subject's perceived IBW
Subject's perceived IBW
Subject's perceived IBW
Subject did not respond

was below normal
was normal
was above normal
to this question

Perceived ideal body weight
Subject's perceived IBW
Subject's perceived IBW
wei ght
Subject's perceived IBW
Subject did not respond

was below current weight
was the same as their current
was above their current weight
to this question

°Normal weight is based on percentiles of stature by sex and age found
in U.S. Department of Health, Education and Welfare, Vital and Health
Statistics Data from National Health Survey, 1977, NCHS Growth Curves
for Children Birth to 18, Public Health Service Series 11-165, DHEW
Pub. No. PHS78-1650 (Washington, DC: U.S. Government Printing Office).
were then examined.
found were reported.

Only those variables for which differences were
The dependent variables for the MANOVA procedures

were the total EDI score and the eight subscales.

For those

independent variables for which the MANOVA test indicated differences
existed among levels of the independent variable, the F-statistic and
the corresponding p-value for the Univariate Analysis of Variance was
reported for each subscale.

The Bonferroni t-test was used as the
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follow-up multiple comparisons test.

The Bonferroni t-test controls

for an experimentwise error rate of 0.05.
Delimitations of the Study
This study was limited to an analysis of the responses received
from Caucasian female students in grades 9 through 12 in one rural, one
semi-rural, and one private urban high school in the upper midwestern
United States.

Its conclusions were generalized only to adolescent

females in these high schools.

CHAPTER IV

RESULTS AND DISCUSSION
Mean values were determined for the EDI subscales from the same
procedures as those used by Garner, Olmstead, and Polivey (1983) for
adult women.

The higher the score for the EDI scales the more similar

the personal characteristics, eating attitudes, perceptions, and/or
behaviors to the scores for victims of anorexia nervosa or bulimia.
High scores among the normal adolescent population would appear to
indicate adolescent eating habits that may not be appropriate by
physiological standards but rather may include features of societally
acknowledged eating disorders as judged by the Eating Disorder
Inventory.

The Mean responses for the students in the study on the

Eating Disorder subscales are presented in Table 8.
The Pearson Product Moment Coefficients of correlation between the
subscales of the EDI are given in Table 9.

Even though many of the

correlations are significant, indicating that the scales are not
independent, the correlations indicate a weak relationship.

The

exception is the correlation between Interoceptive Awareness and Body
Dissatisfaction which have a correlation of 0.643, indicating that
these two variables are moderately correlated.
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Table 8
The Mean and Standard Deviation for the EDI Subscales of the Research

Sample (N = 454)

Mean

Standard
deviation

Highest score
total possible

Drive for Thinness

6.72

5.95

21

Interoceptive Awareness

4.28

4.88

30

Buiimia

2.21

3.27

21

14.13

8.44

27

Ineffectiveness

4.57

4.53

30

Maturity Fears

3.63

2.90

24

Perfectionism

4.35

4.29

18

Interpersonal Distrust

3.37

3.37

21

Body Dissatisfaction

EDI Scores as Related to School Attended
There were minimal significant differences between the schools'
mean scores for the EDI subscales.

Table 10 demonstrates the mean

subscale scores were significantly different between schools only for
the subscales Ineffectiveness, Maturity Fears, and Perfectionism.
Multiple univariate _F ratios for any one hypothesis are not
statistically independent.

When the criterion variables form a

meaningful set, a multivariate statistic should be used for a single
decision about the hypothesis.
are thus maintained.

Both clarity and statistical validity

It is customary that a two-stage significant

testing procedure be used.

At the first stage, a decision is made

about the hypothesis from the multivariate Wilk's Lambda test.

If

Table 9
Correlations Between the EDI Subscales
Drive for
Thi nness
EDI
Drive for Thinness
Bui irnia
Body Dissatis
faction
Ineffectiveness
Perfection ism
Interpersonal
Distrust
Interoceptive
Awareness

.768
0.0001

Buiimi a

Body Dissat
isfaction

Ineffec
tiveness

Perfectionism

Distrust

Awareness

Maturity
Fears

.621
0.0001

.752
0.0001

.697
0.0001

.361
0.0001

.464
0.0001

.678
0.0001

.466
0.0001

.473
0.0001

.643
0.0001

.349
0.0001

.167
0.0004

.111
0.0181

.445
0.0001

.208
0.0001

.363
0.0001

.335
0.0001

.126
0.0073

.242
0.0001

.451
0.0001

.204
0.0001

.368
0.0001

.051
0.2799

.178
0.0001

.286
0.0001

.220
0.0001

.173
0.0002

.477
0.0001

.518
0.0001

.335
0.0001

.133
0.0046

.155
0.0009

.172
0.0002

.267
0.0001

.252
0.0001
.293
0.0001
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the Wilk's Criterion indicates a significant^, the separate univariate
ratios may be inspected to determine where the significant effects are
located with the Bonferroni t-test.
Table 10
Mean Scores on the EDI and Subscales According to School Attended
School
Significant
Bonf erroni
jt-tests
ti.

tr

p-value

44.78

1.65

0.1938

5.70

6.82

0.78

0.4592

4.07

3.89

4.36

0.26

0.7739

2.05

2.02

2.26

0.19

0.8256

14.43

12.06

14.36

1.58

0.2070

Ineffecti veness

4.49

2.87

4.81

3.85

0.0221

Urban <
Semi-Rural

Maturity Fears

2.30

3.21

3.92

8.94

0.0002

Rural <
Semi-Rural

Perfectionism

4.11

6.28

4.79

3.56

0.0292

Rural <
Urban

Interpersonal
Distrust

3.16

2.83

3.48

0.90

0.4060

Rural

Urban

Semi-Rural

61

47

346

41.54

38.77

Drive for Thinness

6.95

Interoceptive
Awareness
Buiimi a

Scale
n
EDI

Body
Dissatisfaction

Note:

Wilks Criterion for MANOVA: £ = 2.31, p = 0..0015
Table 10 demonstrates that the Wilks Lambda Criterion for the

MANOVA indicates a significant difference exists for the responses of
students from different schools in the sample if the F statistic has a
corresponding p-value of less than 0.05.

The subscale F statistic
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between schools for Ineffectiveness (p = 0.0221), Maturity Fears (p =
0.0002), and Perfectionism (p = .0292) all have a probability of
occurrence less than 0.05.

In addition, the probability that these

differences were derived by chance is 0.0015.
The separate univariate Bonferroni t-test procedures indicate the
significant effects are located between urban and semi-rural students
for the Ineffectiveness subscale, between rural and semi-rural students
for the Maturity Fears subscale, and between rural and urban students
for the Perfection subscale.

Table 10 demonstrates students at the

urban private school scored significantly lower on the Ineffectiveness
scale than did the students at the semi-rural school and significantly
higher on the Perfection scale than did students at the rural school.
Rural students scored significantly lower than did the semi-rural
students on the Maturity Fears scale; the mean score for the urban
students on this scale was between the other two schools and did not
differ significantly from either.
It would appear, therefore, that the students did not differ
significantly among schools on their drive for thinness, tendency
toward bulimia, or body image distortion as judged by the Eating
Disorder Inventory.

Analysis of the data received from this study does

not appear to confirm the hypothesis that urban students have eatinq
behaviors or perceptions about food more similar to characteristic
eating behaviors of eating disorder victims than rural students.

The

urban students in this population do not appear to be at greater risk
for developing eating disorders as judged by the Eating Disorder
Inventory than the rural or semi-rural students in the study
population.

Analysis of the data does reveal the urban students in this
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study had a higher drive for perfectionism, lower feelings of
ineffectiveness, and therefore greater feelings of confidence and
self-assurance as judged by the Eating Disorder Inventory.
The multivariate analysis of variance procedures used to determine
differences in the EDI subscales according to the demographic factors
and parental characteristics revealed that there were no significant
differences within the study for respondents from different grades or
ages.

The limited demographic differences were not compelling enough

to warrant the inclusion of separate norms by school, age, or grade.
The EDI raw scores on the subscales are represented as percentile ranks
for the adolescent subjects in Table 11.
It would appear that less than E>% of the normal adolescent
population would have a scale score higher than 9 for Bulimia or
Maturity Fears, higher than 10 for Interpersonal Distrust, higher than
13 for Ineffectiveness and Perfectionism, higher than 14 for
Interoceptive Awareness, or higher than 17 for Drive for Thinness.

The

Body Dissatisfaction scores for normal adolescents, however, appear
higher than the other scales with It of the sample population having
scores over 26.
The EDI total raw scores are represented as percentile ranks for
the adolescent subjects in Table 12.
It would appear that less than b% of the normal population in this
study would have a total EDI score of 85 or more.

Since a very high

score on anyone of the scales such as Perfectionism would increase the
total scale score it would appear preferable to examine the individual
scale scores in conjunction with the total EDI score.
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Table 11
Conversion of Raw Scores of the EDI Subscales to Percentile Ranks for
the Adolescent Females
Percentile rank
Score
27
26
25
24
23
22
21
20
19
18
17
16
15
14
13
12
11
10 .
9
S
7
6
5
4
3
9
l
0
•1

DT

99
98
97
95
92
90
S6
82
79
76
73
70
64
60
57
52
47
41
36
27
20

IA

99
99
98
97
96
96
96
95
93
92
90
88
87
85
82
79
73
67
58
48
39
23

B

BD

I

99
99
99
98
98
97
96
95
94
93
91
89
86
79
69
57
45

99
92
88
86
82
79
76
72
67
64
60
57
54
50
48
44
42
38
34
31
28
25
21
17
13
12
8
5

99
99
98
98
97
96
96
96
95
94
92
91
89
86
82
77
71
65
57
43
22
10

MF

P

ID

99
98
97
96
96
95
94
93
90
83
75
61
38
19
7

99
98
96
95
93
90
87
84
79
76
72
65
58
49
38
25
15

99
99
99
98
95
94
91
89
84
80
72
61
51
38
23

Note: The abbreviations represent subscales of the Eating r .sorder
Inventory. DT represents the Drive or Thinness Scale, IA represents
the Interoceptive Awareness subscale, B represents the Bulimia subscale,
BD represents the Body Dissatisfaction subscale, I represents the
Ineffectiveness subscale, MF represents the Maturity Fears subscale, P
represents the Perfectionism subscale, and ID represents the
Interpersonal Distrust Subscale.

69

Table 12
Conversion of the EDI Total Raw Scores to Percentile Rank for Subjects
Score

Percentile

121
105
97
94
89
85
81
79
77
75
74
73
72
70
68
67
65
64
63
62
61
60
59
57
56
55
54
52
51
50
48
47
46
45
44
43

100.0
99.0
98.0
97.0
96.0
95.0
94.0
93.0
92.0
91.0
90.0
89.0
88.0
87.0
86.0
85.0
84.0
S3.0
81.0
80.0
79.0
77.0
76.0
74.0
73.0
71.0
70.0
68.0
66.0
65.0
64.0
62.0
61.0
59.0
56.0
55.0

Score
42
40
39
38
37
36
35
34
33
32
31
30
29
28
27
26
25
24
23
22
21
20
19
18
17
16
15
14
13
12
11
10
o'
O
*
/7
6

Percentile
53.0
51.0
50.0
47.0
46.0
45.0
43.0
42.0
40.0
38.0
36.0
35.0
32.0
31.0
30.0
28.0
27.0
26.0
24.0
22.0
21.0
20.0
17.0
15.0
13.0
12.0
11.0
9.0
8.0
6.0
4.0
3.0
2.0
1.0
0.5
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The multivariate analysis of variance procedures used to determine
differences in the EDI subscales according to the demographic factors
and parental characteristies revealed that there were no significant
differences within the study for respondents from different social
classes, different living situations, different sexes of siblings,
birth rank, amount of nutrition education, or amount of education on
ideal body weight.

None of these factors could be identified as

criterion to recognize students at risk of developing eating disorders
from the data provided for this study population.

Significant

differences were identified according to grade point, school attended,
mother's employment, extracurricular activities, hours of television
viewing, student's current weight, student's perceived ideal body
weight, and perceived parental interaction.

These differences are

demonstrated in the following tables.
EDI Scores as Related to Grade Point Average
Students were asked to report what type of letter grade they
usually received in school (A, B, C, D).

The Wilks Lambda Criterion

for the MANOVA would indicate a significant difference exists for the
responses of students with different grade point averages in the sample,
if the _F statistic has a p-value less than 0.05.

The total EDI (p -

0.0210) and five subscales achieved the critical F value probability:
Drive for Thinness (p = 0.0222), Interoceptive Awareness (p = 0.0001),
Ineffectiveness (p = 0.0001), Perfectionism (p = 0.0001), and
interpersonal Distrust (p - 0.0041).

The separate univariate t-test

procedures indicate the significant effects are located between the "A"
students and students with lower grade point averages.

The probability
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these co'relations resulted by chance is 0.0001.

As demonstrated

on Table 13, "A" students tended to have lower average scores than did
"C" students on the total EDI scale and on the Drive for Thinness,
Interoceptive Awareness, and Ineffectiveness subscales and a
significantly higher average than the "B" or "C" students on the
Table 13
R_elationship of the EDI Subscale Scores to Grades in School
Grades in school

F

p-value

Si gnificant
Bonferroni
t-tests

56.25

3.28

0.0210

A < C

8.12

8.00

3.23

0.0222

A < C

4.12

5.66

8.00

6.27

0.0004

A < C;
A < D

1.75

2.36

2.49

2.75

1.33

0.2639

Body Dissatis
faction

13.49

14.00

15.29

15.38

0.96

0.4097

Ineffectiveness

3.27

4.65

5.87

8.12

8.43

0.0001

Maturi ty Fears

3.52'

3.47

4.05

4.00

1.01

0.380

Perfectionism

6.89

4.18

3.77

3.25

15.52

Interpersonal
Distrust

2.83

3.34

3.87

6.62

4.48

A

B

C

D

133

209

101

8

40.83

42.69

49.13

Drive for
Thinness

5.74

6.66

Interoceptive
Awareness

3.31

Bulimia

Scale
n
EDI

Note:

0.0001

0.0041

Wilks Criterion for MAN0VA = F - 4,26, p - 0. 0001

A < B;
A < C;
A < D

A > B;
A > C
A < D;
B < D
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Perfection subscale.

The "A" students had a significantly lower

average than did "B" students on the Ineffectiveness subscale.
Although the "D" students tended to have a high average on all
subscales but the Perfection subscale, they were significantly
different from students on the Interoceptive Awareness, Ineffectiveness,
and Interpersonal Distrust scales.

Since only eight respondents were

"D" students the differences needed to be fairly large in order to be
considered significant by this conservative test.
EDI Scores as Related to Mother's Employment
Students were asked to provide the occupation of both their mother
and father, as wc1! as the type of formal education completed by both
of their parents.

The Wilks Criterion for the MANOVA would require an

value with a probability less than 0.05 to indicate a significant
difference between the responses from students whose mother was employed
and those whose mother was not employed.

The responses from students

with employed mothers correlated with those from students with
non-employed mothers had a total EDI F statistic probability of 0.0232,
Drive for Thinness a probability of 0.0005, Interoceptive Awareness a
probability of 0.0258, and Body Dissatisfaction a probability of
0.0446, all below the critical F value probability of 0.05.

All four

of these subscales had significant Bonferroni t-tests with the
probability that these correlations occurred by chance as p = 0.379.
demonstrated on Table 14 students whose mothers were employed scored
significantly higher than did those students whose mothers were not
employed on the EDI, Drive for Thinness, Interoceptive Awareness, and
Body Dissatisfaction scales.

As
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Table 14

Mean Scores on the EDI and Subscales According to Mother's Employment
Mother1's employment

Employed
n

Not employed

313

F

p-value

Si gni ficant
Bonferroni
t-test

117

45.03

39.18

5.19

0.0232

***

Drive for Thinness

7.33

5.07

12.41

0.0005

•k’kiA’

Interoceptive
Awareness

4.55

3.37

5.01

0.0258

+**

Buiimi a

2.26

1.97

0.62

0.4318

14.43

12.66

4.06

0.0446

ineffectiveness

4.58

4.36

0.20

0.6560

Maturity Fears

3.72

3.32

1.58

0.2091

Perfectionism

4.37

4.97

0.05

0.8229

Interpersonal
Distrust

3.26

3.44

0.28

0.5970

EDI

Body Dissatisfaction

Note:

Wilks Criterion for MANOVA:

F = 2.00, p = 0.379

It would appear that the adolescents in the sample population
whose mother was employed had a greater drive for thinness, were more
dissatisfied with their body, and appeared less able to respond to
changes in their physiologic condition such as hunger, satiety, or
fatigue as assessed by the Eating Disorder Inventory.

It would appear

that females of employed mothers in this population have eating
behaviors or attitudes more characteristic of individuals with
pathological eating disorders than females whose mother is not employed.
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EDI Scores as Related to Extracurricular Activities
Students were asked to list the extracurricular activities in
which they participated.

The Wilks Criterion for the MANOVA would

require an £ statistics probability less than 0.05 in order to
demonstrate a significant difference in the responses from students who
participated in a greater number of extracurricular activities.

The F_

value for one subscale reached the critical probability, Perfectionism
(p = 0.0001).

The Bonferroni t-test was also significant.

Table 15

demonstrates differences only on the Perfection scale according to the
number of extracurricular activities of the students.

Students with no

extracurricular activities or with only one scored significantly lower
on the scale for Perfectionism than did those with three or more
activities.

It would appear that participation in extracurricular ,

activities is not a valid criterion for identification of students who
have eatinq behaviors or attitudes that resemble those of eating
disorder victims in this sample population as assessed by the Eating
Disorder Inventory.
EDI Scores as Related to Hours of Television Watched
Students were asked to report the number of hours of television
they watched for each day of the week.

The daily values were totaled

and students were placed into groups according to less then 10 hours
per week, 11-20 hours per week, 21-30 hours per week, or over 30 hours
per week.

The Wilks Criterion for the MANOVA would require an F

statistic probability less than 0.05 for a significant correlation to
exist between the number of hours of television viewed and the eating
perceptions assessed by the Eating Disorder Inventory.

The
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Table 15

Mean Scores on the EDI and Subscales According to Number of
Extracurricular Activities
Number of extracurricular
activities

n

0

1

L-

9

3

4

4

51

92

92

70

31

44

Pval ue

F

Si gni fi cant
Bonferroni
t-tests

45.11 40.98 44.63 43.76 43.06 45.41 0.34 0.8871

EDI
Drive for
Thinness

6.90

6.13

6.89

7.17

6.16

7.23 0.39 0.8590

Interocep
tive
awareness

5.29

3.64

4.40

3.90

3.23

5.00 1.33 0.2500

Bulimia

2.41

1.88

2.62

1.77

2.16

2.57 0.85 0.5143

Body Dissatisfaction 13.76 14.16 14.56 13.66

12.68

13.98 0.27 0.9287

Ineffec
tiveness

5.33

4.51

4.27

4.69

4.42

3.55 0.27 0.5392

Maturity
Fears

3.75

3.76

o pc

3.54

3.74

3.30 0.25 0.9391

3.25

3.77

5

^ 6.33

6.61

6.95 7.43

0.0001

(3, 4, 5)

3.11

2.77

2.76

4.03

2.95 2.44 0.0341

1 &
(3, 4, 5)

Perfec
tionism
Interper
sonal
Distrust
Note:

4.41

/

Wilks Criterion for MANOVA:

0

&

F = 1.84, p = 0.007

Ineffectiveness subscale (p = 0.0026) was the only subscale that
achieved th s critical value.

The Bonferroni t-test was also

significant -nly for the Ineffectiveness subscale.

As shown in Table
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16, students who reported watching 30 or more hours per week of
television scored significantly higher on the Ineffectiveness scale
than did those students who watched 21 to 30 hours or 10 or less hours
per week.
Table 16
Mean Scores on the EDI and Subscales According to Hours Television
Watched
Hours of television
watched

10

21-30

30

246

132

43

25

42.98

45.22

41.26

46.56

0.53

0.6646

Drive for
Thi nness

6.91

6.35

6.28

6.64

0.33

0.8032

Interocept ive
Awareness

4.17

4.23

4.40

4.72

0.11

0.9526

Bulimia

2.30

2.23

2.09

1.36

0.64

0.5882

Body Dissatis
faction

13.87

15.45

12.14

13.24

2.06

0.1054

Ineffectiveness

4.12

5.04

4.23

7.44

4.82

0.0026

Maturity Fears

3.69

3.52

3.56

3.76

0.13

0.9430

Perfection!' sm

4.78

5.01

4.19

5.16

0.46

0.7105

Interpersonal
Distrust

3.13

3.41

4.30

4.20

n
EDI

Note:

F

p-value

11-20

2.04 0.1070

Wilks Criterion for MANO VA: F = 1.79, p = 0. 0077

Significant
Bonferroni
t-tests

>30 & 21-30
>30 &

10
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It would appear that the hours of television watched does not have
a relationship to the eating perceptions and behaviors of the
adolescents in the sample population as assessed by the Eating Disorder
.

Inventory.

*

However, it would appear that respondents who watch

significant quantities of television have greater feelings of general
inadequacy, insecurity, worthlessness, and feelings of not being in
control of their lives.
EDI Scores as Related to Student's Current Weight
Students were asked to provide their current weight, current
height, what they considered their ideal body weight to be, their
highest previous body weight, how long they had 'weighed the higher
weight, and how long ago that had occurred.

To control for the effects

of age and height on weight, the Vital and Health Statistics Data from
the National Health Survey (USDHEW, 1977) was utilized to ascertain the
normal weight range for each respondent.

Subjects were classified as

below the normal weight range if they were -10% or less from the 50th
percentile on the weight scale for their age, height, and sex.

In

order for the research data to demonstrate a significant correlation
between the respondent's current weight, and the Eating Disorder
Inventory scores the Wilks Criterion for the MANOVA would require an F
statistic probability less than 0.05.

Three scales achieved this

F-value probability and had significant Bonferroni t-tests; the scales
included the total EDI, Drive for Thinness, and Body Dissatisfaction
scales.
0 . 000 1 .

The probability the correlations resulted from chance was
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As described in Table 17 students whose weight was below the normal
weight scored lower on the EDI on the Drive for Thinness and Body
Dissatisfaction scales than did the other students.

Students who were

at normal weight scored significantly lower on the EDI and Body
Dissatisfaction scales than did those who were above normal body weight.
Table 17
's Current
Mean Scores on the EDI and Subscales According to Student'
Weight
Current wei ght

p-value

Significant
Bonferroni
t-tests

12.29

0.0001

All different

7.69

7.44

0.0007

Below < Above

4.28

4.67

1.08

0.3401

Below <
Normal

1.82

1.99

2.78

2.59

0.0763

Body Dissatisfaction

S.60

13.85

18.50

33.65

0.0001

Ineffectiveness

4.14

4.35

5.21

1.58

0.2078

Maturity Fears

3.26

3.61

3.86

0.86

0.4237

Perfectionism

4.46

4.90

5.35

0.90

0.4085

Interpersonal
Distrust

3.72

3.18

3.78

1.50

0.2246

Normal

Above
normal

72

254

99

33. S9

43.20

51.67

Drive for Thinness

4.36

7.02

Interocepti ve
Awareness

3.57

Buiimi a

n
EDI

Note:

Wilks Criterion for MANOVA:

V\

F = A.74, p = 0.0001

•
rt-

Be 1ow
normal

Ail different
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It would appear a student's current body weight has a relationship
to the student's drive for thinness and body dissatisfaction as judged
by the Eating Disorder Inventory for adolescents in the population
sample.

Student's body weight might, therefore, serve as a criterion

for identification of adolescents at risk for developing disordered
eating habits.
EDI Scores as Related to Student's Perceived Ideal Body Weight
The Vital and Health Statistics Data from the National Health
Survey (USDHEW, 1977) was utilized to ascertain whether the students'
perceived ideal body weight was within the normal weight range.
Wilks Criterion for the MANOVA would require an

The

value probability

less than 0.05 to demonstrate a significant relationship between the
student's perceived ideal body weight and the En' subscale scores.
While the probability for Body Dissatisfaction was within the critical
limits the correlation was not adequately large enough to be identified
by the Bonferroni t-test.

As shown on Table 18, although the Wilk’s

Criterion found there to be significant differences according to
whether the student's perceived ideal body weight was within the normal
range, differences were not sufficiently large to be detected by the
Bonferroni test.
The research data from the current study population appears to
indicate a relationship between the accuracy of the students' perceived
ideal body weight and body dissatisfaction would require further
investigation in order to make any conclusions on their correlation.
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Table 18

Mean Scores on the EDI and Subscales According to Student's Perceived
IBW
Perceived IBW
Below
normal

Normal

Above
normal

268

28

F

p-value

n

125

EDI

40.80

45.03

46.50

1.50

0.2233

Drive for Thinness

6.46

7.02

5.86

0.72

0.4853

Interoceptive
Awareness

3.73

4.50

3.46

1.46

0.2338

Bu1imi a

2.48

2.10

2.79

0.96

0.3841

12.73

14.81

16.21

3.36

0.0355

Ineffectiveness

4.38

4.50

4.39

0.04

0.9645

Maturity Fears

3.39

3.76

3.25

0.90

0.4068

Perfecti oni sm

4.38 ' 5.10

6.00

2.06

0.1286

Interpersonal
Distrust

3.29

3.24

4.36

1.45

0.2362

Body Dissatisfaction

Note:

Wilks Criterion for MANOVA:

Significant
Bonferroni
t-tests

F - 1.96, p = 0. 0096

EDI Scores for Students Who Selected an Ideal
Body Weight Below Their Current Weight
The ideal body weight selected by the respondents in the study was
compared to their current body weight.
categories.

Students were placed in three

Group One perceived an ideal body weight below their

current weight. Group Two selected their current weight as their ideal
body weight, and Group Three selected an ideal weight above their
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current weight.

The Wilks Criterion for the MANOVA would require an _F

value probability less than 0.05 to demonstrate a significant
relationship between the EDI scores and the students' perceptions that
they should be at lower body weights.

As illustrated in Table 19, four

Table 19
Mean Scores on the EDI and Subscales According to Student's Perceived
Weight Below Current Weight
Perceived weight
Below
current
wei ght

Current
weight

Above
current
wei ght

329

52

31

46.46

32.38

33.90

10.91

0.0001

Drive for
Thinness

7.56

3.60

3.48

15.93

0.0001

Interocepti ve
Awareness

4.34

3.31

3.97

1.09

0.3379

Buiimia

2.36

1.29

1.55

3.05

0.0485

Scale
n
EDI

Body
Dissatisfaction

15.75

F

p-value

8.76

7.13

31.51

0.0001

0 •0
DO

2.02

0.1336

0.30

0.7432

Ineffectiveness

n .o 3

Maturity Fears

3.58

3.85

4.87
0 DC

Perfectionism

4.93

5.25

4.45

0.32

0.7258

0 01i

2.92

4.97

4.04

0.0183

Interpersonal
Distrust

Note:

-.j . ^

>-7

Wilks Criterion for MANOVA:

• s j' J

F = 4.90, p = 0.0001

Bonferroni
t-tests

Below >
Above
Below >
Normal
Below >
Above
Be 1ow >
Normal

Below >
Above
Below >
Norma 1

Below <
Above
Normal
Above
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scales achieved the critical F value probability and had significant
Bonferroni t-tests; the scales included the total EDI, Drive for
Thinness, Body Dissatisfaction, and Interpersonal Distrust.

Those

students whose perceived ideal body weight was below their current
weight scored significantly higher than did other students on the EDI,
Drive for Thinness and Body Dissatisfaction scales.

Students whose

perceived ideal body weight was above their current weight scored
higher on the Interpersonal Distrust scale than did the other students.
Tables 18 and 19 appear to indicate that students' belief that they
should weigh less has a greater affect on their body dissatisfaction
and drive for thinness than whether they are actually aware of the
appropriate weight range for their age and height.
EDI Scores as Related to Interaction with Parents
Students were asked whether their parent/s (caretaker) went
overboard and lectured them when something was bothering the student.
The Wilks Criterion for the MANOVA would require an £ value probability
less than 0.05 to demonstrate a significant relationship between the
students' perception of their communication with their parents and
their EDI scale scores.

All of the scales had an £ statistic

probability less than 0.05, a corresponding significant Bonferroni
t-test, and a probability of 0.0001 that the values were the result of
chance.

As shown in Table 20 students who responded that their parents

always went overboard and lectured them when something was bothering
them scored significantly higher on the EDI, Drive for Thinness, and
Ineffectiveness scales.
the other scales.

They also scored higher than others on all of

Table

20

Mean Scores on the EDI and Subscales According to Parent Communication:
Parent lecture

Lecture

a
Si gnificant
Bonferroni
t-tests

1

2

3

4

5

6

37

28

37

89

138

124

EDI

68.19

46.29

46.89

46.43

40.49

36.70

12.22

0.0001

1 & all others
4 & 6

Drive for Thinness

11.22

6.14

6.35

7.69

6.43

5.21

6.86

0.0001

1 & all others
4 & 6

Interoceptive Awareness

8.05

4.57

6.68

4.19

3.89

2.85

9.31

0.0001

1 & (2, 4, 5, 6)
3 & (5, 6)

3ulimia

4.68

1.89

3.43

2.22

2.13

1.24

8.05

0.0001

I & (2, 4, 5, 6)
3 & 6

17.32

15.85

13.95

15.42

13.90

12.20

3.09

0.0094

l& 6

Ineffectiveness

3.38

4.25

4.81

4.99 .

4.01

3.79

7.02

0.0001

1 & all others

Maturity Fears

5.41

3.68

3.24

3.51

3.41

3.53

3.20

0.0075

1 & (3, 4, 5, 6}

Perfectionism

8.03

6.07

4.95

4.58

3.91

4.87

6.25

0.0001

1 & (3, 4, 5, 6)

Interpersonal Distrust

5.14

3.93

3.24

3.78

2.89

3.00

3.40

0.0051

1 4 (5, 6)

n

Body Dissatisfaction

Note:

£

p-value

Wilks Criterion for MANOVA: F = 3.04, p = 0.0001
a„
.
uatagories represent students' responses to the type of parental interaction they experience. A 1
indicates they perceive their parents as always lecturing, a 2 usually lecturing, a 3 often lecturing, a 4
sometimes lecturing, a 5 rarely lecturing, and a 6 they are perceived as never lecturing.
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It would appear that in the sample population the adolescents'
perception of the frequency with which they were lectured by their
parents had a relationship to the eating perceptions and behaviors
assessed by the EDI.

It would appear that adolescents' perceptions of

their communication with parents can serve as criteria for their
identification as students at risk of developing disordered eating
habits as judged by the EDI.
Students were asked whether their parent/s (caretaker) assumed the
student's problems were not all that serious.

The Wilks Criterion for

the MANOVA would require an £ value probability less than 0.05 to
demonstrate a significant relationship between the students' perception
of their communication with their parents and their EDI scale scores.
All of the scales had an _F statistic probability less than 0.05, a
corresponding significant Bonferroni t-test, and a probability less
than .0001 that the values were achieved by chance.

As shown in Table

21, students who responded that their parents "always" assumed their
problems could not be all that serious tended to score higher than the
other students on all of the scales.

It would appear in the sample

population the adolescents' perception of how parents evaluate the
seriousness of their concerns had a relationship to the eating
perceptions and behaviors assessed by the EDI.
Students were asked whether their parent/s (caretaker) were aware
when something was bothering the student.

The Wilks Criterion for the

MANOVA would require an F value probability less than 0.05 to
demonstrate a signifies

relationship between the students'

perceptions of their cc r --.'ncation with their parents and their EDI
scale scores.

The scales of the EDI, Interoceptive Awareness, Bulimia,

T a b l e 21

Mean Scores on the EDI and Subscales According to Parent Communication:

Not Serious

Parent seriousd______________
Significant
Bonferroni
t-tests

£

p-value

39.14

15.41

0.0001

1 & all others
5 & (1, 2, 3, 4)

5.06

6.12

5.78

0.0001

1 & (4, 5, 6)

4.07

3.00

2.59

14.06

0.0001

1 & (4, 5, 6)
2 & (5, 6)

2.31

2.18

1.57

1.78

4.89

0.0002

3 & (5, 6)

14.86

15.84

14.70

12.02

13.89

3.20

0.0075

1 & 5

7.93

4.86

5.36

4.55

3.46

4.05

7.23

0.0001

1 & (4, 5, 6)

Maturity Fears

5,14

3.83

3.67

3.64

3.11

3.54

3.29

0.0063

1 & (4, 5)

Perfectionism

8.09

5.38

5.91

4.57

3.82

4.47

7.79

0.0001

1 & (4, 5, 6)

interpersonal Distrust

5.37

3.97

4.62

3.17

2.77

2.64

6.45

0.0001

1 & (4, 5, 6)
3 & (5, 6)

4

5

6

45

132

130

74

50.59

51.16

43.87

34.75

10.16

7.79

7.62

6.99

Interoceptive Awareness

8.60

6.34

5.84

Bui imi a

4.07

3.31

16.95

Ineffectiveness

1

2

3

43

29

CD I

66.30

Drive for Thinness

n

Body Dissatisfaction

Note:

Wilks Criterion for MAN0VA : F = 3.05, p = 0.0001

"Categories represent the type of interaction the students perceived they experience. A 1 indicates the
students perceive their parents always assume the students' problems could not be all that serious, a 2
they usually assume they are not serious, 3 often assume they are not serious, 4 they sometimes assume
they are not serious, 5 they rarely assume they are not serious, and 6 they never assume the students'
problems as not serious.
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Ineffectiveness, and Interpersonal Distrust, all had £ value
probabilities less than 0.05.

Only the scales of Ineffectiveness and

Interpersonal Distrust, however, had significant Bonferroni t-tests.
As shown in Table 22 students who responded that their parents were
"never" aware that something was bothering them before they informed
their parents scored significantly higher than all other students on
the Interpersonal Distrust scale.
It would appear that in the sample population the adolescents'
perceptions of how aware parents are of the adolescent's problems had
minimal relationship to the eating perceptions and behaviors assessed
by the EDI and were significantly related only to their feelings of
ineffectiveness and interpersonal distrust.
Students were asked whether their parent/s (caretaker) were
willing to take time to listen when something was bothering the
student.

The Wilks Criterion for the MANOVA would require an £ value

probability less than 0.05 to demonstrate a significant relationship
between the students' perceptions of the communication with their
parents and their EDI scale scores.

The F value probability for all of

the scales was less than 0.05 and the data had correspond!rig
significant Bonferroni t-tests.
resulted by chance was .0001.

The probability the correlations
As shown in Table 23 the average on the

subscales tended to increase as the students' responses progressed from
their parents always being willing to listen to their parents being
never willing to listen.

It would appear that in the sample population

the adolescents' perceptions of the degree to which parents listen to
their concerns had a relationship to the eating perceptions and
behaviors assessed by the EDI.

T a b l e 22

Mean Scores on the EDI and Subscales According to Parent Communication: Awareness
Parent awareness

a
•

1

2

3

4

5

6

F

p-value

40

80

76

118

99

38

48.90

41.06

40.20

41.62

45.77

52.66

2.33

0.0416

Dr ive for Thinness

8.08

6.51

5.50

6.53

7.26

7.18

1.30

0.2610

Interoceptive Awareness

5.15

3.90

4.28

3.23

4.92

5.53

2.31

0.0436

Bulimia

2.78

2.38

2.05

1.58

2.31

3.21

1.92

0.0901

15.72

13.31

13.16

13.97

14.56

15.21

.0.82

0.5363

Ineffectiveness

5.10

3.81

4.09

4.32

5.02

6.47

2.36

0.0393

Maturity Fears

3.70

3.71

3.34

3.57

3.54

4.45

0.80

0.5535

Perfectionism

5.35

5.25

4.83

5.06

4.33

4.53

0.63

0.6795

Interpersonal Distrust

3.02

2.29

2.96

3.33

3.74

6.05

7.50

0.0001

n
EDI

Body Dissatisfaction

Note:

Significant
Bonferroni
t-tests

2 & 6

6 & all others
2 & 5

Wilks Criterion for MAN0VA : F = 1.62, p = 0.0062

Categories represent students' perception of whether their parents were aware when something was
bothering them. A 1 indicates the students perceived their parents as always being aware, a 2 usually
aware, 3 often aware, a 4 sometimes aware, a 5 rarely aware, and a 6 never aware.

Table 23
Mean Scores on the EDI and Subscales According to Parent Communication:

Listen

Parent listen3
Significant
Bonferroni
t-tests

1

2

3

4

5

6

152

94

44

89

51

21

38.67

38.14

40.50

48.65

59.71

51.80

9.13

0.0001

5 & (1, 2, 3)
4 & (1, 2)

Drive for Thinness

6.28

5.65

5.80

7.43

8.98

7.71

2.88

0.0144

2 & 5

Interoceptive Awareness

3.38

3.19

4.27

5.40

6.35

5.48

5.21

0.0001

Bulimia

1.68

2.13

1.70

2.73

3.51

2.00

3.16

0.0082

12.66

13.50

14.43

15.18

17.37

14.52

2.87

0.0144

1 & 5

Ineffect iveness

3.45

4.07

3.68

5.22

7.51

6.95

8.93

0.0001

5 & (1, 2, 3, 4)
1 & (4, 5, 6)

Maturity Fears

3.74

2.64

3.05

3.93

4.67

3.90

4.50

0.0005

2 & 0 . 4, 5)

Perfectionism

5.25

3.94

4.02

4.64

6.25

5.52

2.72

0.0197

2 & 5

Interpersonal Distrust

2.23

3.02

3.57

4.03

5.16

5.71

10.24

0.0001

1 & (4, 5, 6)
2 & (5, 6)

n
EDI

Body Dissatisfaction

Note:

Wilks Criterion for MANOVA:

F_

p-value

• 5 & (1, 2)
4 & (1, 2)
1 & 5

_F = 2.62, p = 0.0001

Categories represent students' perception of the degree to which parents listen to them. A 1 indicates
the students perceive their parents as always listening, a 2 they usually listen, a 3 they often listen, a
•
sometimes listen, a 5 they rarely listen, and a 6 they never listen.
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Students were asked whether they were uncomfortable in talking to
their parent/s (caretaker).

The Wilks Criterion for the MANOVA would

require an £ value probability less than 0.05 to demonstrate a
significant relationship between the students' perceptions of the
communication with their parents and the EDI scale scores.

The F value

probabilities for all of the scales except Drive for Thinness and Body
Dissatisfaction were less than 0.05 and the data had corresponding
significant Bonferroni t-tests.
resulted from chance was 0.0001.

The probability the correlations
As shown in Table 24, students who

reported that they were always uncomfortable talking to their parents
tended to have a higher average score on all of the scales except for
the Drive for Thinness and Body Dissatisfaction.

It would appear that

in the sample population the degree to which the adolescents felt
comfortable in communicating with their parents had a significant
relationship to the eating perceptions and behaviors assessed by the
EDI.
Pi scussion
Analysis of the responses from the sample population for this
study did not demonstrate a significant difference in the total EDI
score, the Drive for Thinness, Body Dissatisfaction, Bulimia,
Interoceptive Awareness, or Interpersonal Distrust subscale scores of
adolescents in a rural, semi-rural, or urban setting.

Analysis of the

data from this study does not provide support for either the hypothesis
that urban students exhibit eating perceptions and behaviors more or
less similar to victims of eating disorders or that urban students are
at an increased or decreased risk of developing eating disorders.

T a b l e 24

Mean Scores on the EDj and Subscales According to Parent Communication:

Uncomfortable

Parent uncomfortable3

i

2

3

86

66

46

55.49

46.64

Drive for Thinness

7.62

interoceptive Awareness
Bu1imi a

4

Significant
Bonferroni
t-tests

5

6

129

67

58

50.33

36.97

40.81

35.90

9.43

0.0001

7.68

7.78

5.34

6.70

6.26

2.54

0.0279

6.21

4.56

5.20

3.21

4.31

2.64

5.89

0.0001

1 & (4, 6)

3.23

2.48

2.78

1.49

2.42

1.19

4.67

0.0004

1 & (4. 6)

15.41

15.03

16.13

12.87

14.25

12.10

2.34

0.0410

Ineffectiveness

7.29

4.67

4.93

3.50

3.67

3.59

9.57

0.0001

1 & (all others)

Maturity Fears

4.84

3.56

3.13

3.29

3.10

3.71

4.21

0.0010

1 & (3, 4, 5)

Perfectionism

6.05

4.83

6.11

4.10

4.19

4.58

3.34

0.0057

1 & 4

Interpersonal Distrust

4.93

3.74

4.35

3.08

2.16

1.88

9.63

0.0001

1 & (4, 5, 6)
3 & (5, 6)
2 & 6

n
EDI

Body Dissatisfaction

Note:

F

p-value

1 & (4, 5, 6)
3 & (4, 6)

Wilks Criterion for MANOVA : F = 2.71, p = 0.0001

"Categories represent students' perception of the degree of comfort they feel in communication with their
parents. A 1 indicates the students perceive themselves as always uncomfortable in talking with their
parents, a 2 usually uncomfortable, a 3 often uncomfortable, a 4 sometimes uncomfortable, a 5 rarely
uncomfortable, and a 6 never uncomfortable.
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Eisele et al. (1986) reported urban students had lower EDI scores for
Bulimia.

The inconsistency in the results from this study and that of

Eisele could be explained by the younger age students in the Eisele
et al. study.

The reported onset of bulimia is ages 15 to 18 (Pyle

et al., 1981) which is consistent with the age of respondents in the
current study while the subjects in the Eisele et al. (1986) study
ranged from 12-14 years of age.

It would appear that geographic

location was not a risk factor for the development of eating disorders
as judged by the Eating Disorders Inventory for this study population.
The urban students in this study population demonstrated a
significantly higher drive for Perfectionism and a significantly lower
Ineffectiveness score.

It would, therefore, appear that urban students

have greater confidence and self-assurance as judged by the EDI for
this study population.
There were no significant differences on the EDI subscale scores
of respondents in this study from different social classes.

Eisele

et al. (1986) reported an increase in the Maturity Fears subscale of
students from unskilled fathers in a sample age 12-14 which is younger
than the current study.

The inconsistency between these results and

that of the current study could be the younger age of their study
population.

Crisp (1988), Crisp et al., (1976), Garfinkel and Garner

(1982), Muuss (1986), and Sours (1980) all indicated an increased
incidence of disordered eating character!sties in upper middle
socio-economic classes.

However, recent studies that surveyed the

adolescent population as a whole rather than medical records of eating
disorder victims have contradicted this hypothesis.

Rosen et al.

(1988) and Johnson et al. (1984) reported results similar to the
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current study, indicating there was not a higher incidence of
disordered eating habits among upper social class adolescents studied.
In fact, Pope et al. (1987) indicated a higher incidence of eating
disorders among the lower class adults in one study of the general
adult population.

Analysis of the data, therefore, does not appear to

allow conclusions on the value of social class in identifying students
at risk of developing eating disorders.
There were no significant differences on the EDI subscale scores
for respondents of the different ages of 14-19 in the current study.
Eisele et al. (1986) reported a decrease in Maturity Fears scores with
increasing age in a study population 12-14 which is a younger
population than the current population.

Halmi et al. (1977) reported

adolescents differ in their weight relevant self-perceptions depending
on age.

This does not appear to be consistent with the specific

subscale scores of the Eating Disorder Inventory for respondents in the
current study.

The inconsistency in results could be partially

attributed to the date of the Halmi et al. research.

It was conducted

in 1977, before eating disorders were defined in the DSM-111.
Inconsistency in definition could, therefore, have contributed to the
difference in study conclusions.

Analysis of the current data appears

to indicate that if differences exist for responses to the EDI on the
basis of age it is between students younger or older than the current
sample population.
There were no significant differences on the EDI subscale scores
for respondents of different birth rank.

Crisp (1970) reported obesity

is significantly related to being an only child or the youngest child
in a family.

Garfinkel and Garner (1982) reviewed case reports
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suggesting a preponderance of first born children among victims of
anorexia nervosa.

Birth rank, however, does not appear to affect the

responses of normal adolescents on the Eating Disorder Inventory
subscales for respondents in this study.
There were no significant differences on the EDI subscale scores
for respondents in this study from different grades, different living
situations, different sexes of siblings, amount of nutrition education,
or amount of education on ideal body weight.

Eisele et al. (1986)

reported a significantly lower mean on the EDI subscales for adolescent
females living with both parents than adolescent females with only one
parent.

The current study is not consistent with the research of

Eisele et al., perhaps because Eisele et ,al. had younger subjects that
were between the ages of 12-14.

Garfinkel and Garner (1982) reviewed

the literature suggesting families with anorexia nervosa victims are
dominated by women or have primarily female siblings.

The current

study with normal adolescents does not demonstrate any difference in
the EDI scores whether respondents have male or female siblings.

The

lack of relationship between the respondents' EDI scores and their
degree of education on nutrition education and ideal body weight
education could be attributed to the questionnaire design.

The

adolescents were asked to report their level of nutrition and weight
education.

The students might perceive a higher level of competence in

nutrition and assessment of ideal body weight than the knowledge they
actually possess.

For example, 16.9% of the study population were

below normal weight range as assessed by the Vital and Health
Statistics Data from the National Health Survey (USDHEW, 1977) yet
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29.7% perceived their ideal body weight to be below this normal weight
range.
The significantly lower scores for "A" students in this sample on
the total EDI as well as five other subscales including the Drive for
Thinness could be interpreted to mean that the students with a superior
academic rank may have fewer characteristics of disordered eating than
other students as judged by the Eating Disorders Inventory.

The major

methodological weakness of that analysis is the accuracy of the
self-reported gradepoint.

Heese-Biber, Clayton-Matthews, and Downey

(1987) reported that college women who perceived themselves to be
unattractive and needing to lose weight also perceived themselves to be
more socially, psychologically, and academically impaired.

Therefore,

students with more body dissatisfaction and inappropriate eating
attitudes may perceive themselves as having a lower gradepoint average.
The higher score of the Perfectionism subscale, however, for the "A"
students is consistent with the Eisele et al. (1986) study.
Specific EDI subscales were related to the number of
extracurricular activities, amount of television viewing, and the
school the respondents attended.

Mizes (1988) and Wallach and Lowenkoph

(1984) suggested that trends indicate students with pathological eating
disorders are uncomfortable with social situations and withdraw from
meaningful relationships.

Students with the highest EDI scores would,

therefore, be expected to participate in fewer extracurricular
activities and lack of participation or dramatic change in an
individual student's participation might be viewed as a criterion for
identifying the development of eating disorders in adolescents.
However, there was no significant difference between students' EDI
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subscale scores and their participation in extracurricular activities
with the exception of the Perfectionism subscale for respondents in this
study.

Mean scores on the Perfectionism subscale on the EDI were

significantly lower for students who did not participate in
extracurricular activities.

The Perfectionism scale was also

significantly lower for students at the rural school than the private
urban school.

It would appear that participation in extracurricjlar

activities has minimal relationship to the eating perceptions evaluated
by the EDI in *his study.
Ineffectveness scores were significantly higher for students
watching more than thirty hours of television than for students
watching less than ten hours.

It would appear that respondents who

watch significant quantities of television have greater feelings of
general inadequacy, insecurity, worthlessness, and feelings of not
being in control of their lives.

However, it would appear that the

hours of television viewing has minimal relationship to the eating
perceptions assessed by the EDI in this study.
Figure 1 illustrates respondents below ideal body weight scored
lower on all of the EDI subscales except Interpersonal Distrust.
Students significantly below ideal body weight scored significantly
lower on Body Dissatisfaction.
other reports.

These findings are consistent with

Eisele et al. (1986) reported that females below ideal

body weight had the lowest mean score for Body Dissatisfaction.

It

would appear this reflects the concern of teenage females to maintain a
slender physique and avoid what they consider to be "fat.,! Mel 1in
(1988) also found fear of fat and restrained eating more common in
normal weight and overweight than underweight adolescents age 9-18.
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Mellin found only 15% of the survey respondents age 9-18 were
overweight but 58% perceived themselves as overweight.

In the current

study 16.9% were below the normal weight range in body weight as
assessed by the National Health Survey (USDHEW, 1977), yet 29.7%
perceived their ideal body weight to be below this range; apparently
they were wanting to maintain a lower body weight than normal.

EDI Subscales
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Figure 1. Mean scores on the EDI subscales according to student's
current body weight. Abbreviations represent the eight EDI subscales:
DT represents Drive for Thinness, IA = Interoceptive Awareness, B =
Bulimia, BD = Body Dissatisfaction, I = Ineffectiveness, MF = Maturity
Fears, P = Perfectionism, and ID = Interpersonal Distrust.
Research data on respondents' opinions about their weight did have
a significant correlation to their EDI subscale scores.

Those students

who perceived their ideal body weight to be below their current body
weight scored higher than did the other students on the EDI, the Drive
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for Thinness, and the Body Dissatisfaction subscales.

These results

are similar to research by Greenfeld et al. (1987) that demonstrated
subject's eating behaviors were more highly correlated with subjects'
opinions about the desirability of their weight than the reported body
weight.
Figure 2 illustrates the mean scores on the EDI subscales were
higher on most of the subscales for adolescent females who reported
their mother was employed, and significantly higher on the Drive for
Thinness, Interoceptive Awareness, and Body Dissatisfaction scales.
These results would support the suggestion by Beattie (1988) chat
women's vulnerability to eating disorders derives at least in part from

Wean
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Figure 2. Mean scores on the EDI subscales according to mother's
employment status. Abbreviations represent the eight EDI subscales:
DT represents Drive for Thinness, IA = Interoceptive Awareness, B =
Bulimia, BD = Body Dissatisfaction, I = Ineffectiveness, MF = Maturity
Fears, P = Perfectionism, and ID = Interpersona 1 Distrust.
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the nature of the mother-daughter relationship.

These results are

consistent with other studies that have indicated a relationship
between eating habits and the mother-daughter relationship.

Eisele

et al. (1986) reported that girls who reported doing things with
their mothers had the lowest score on the Bulimia subscale.

Kagan

and Squires (1983) reported girls from families perceived to be motherdominated reported more compulsive eating, feeling of failure to
meet mother's standards, and higher need for social approval than
families where parents were perceived as having equal authority.
However, the studies examining the mother-daughter relationship have
been primarily conducted with families that contain an individual with
a diagnosed pathological condition.

It, therefore, has been difficult

to separate the affects of the illness from the typical mother-daughter
interactions.

The current study is unique in that it obtained data

from normal individuals.

Despite this distinction, it does ^opear to

be consistent and provide support for the theories developed by Bruch
(1978b) from her work with eating disorder victims.
Bruch (1978b) suggests that historically the incidence of anorexia
nervosa has increased when the position of women has undergone cultural
change.

Recent societal trends have increased the pressure on women for

a wider range of roles for vocational achievement.

Although this

certainly represents a desirable transition for women, the dramatic
shift in roles and expectations may pose adjustment problems for some.
The significant relationship between the EDI scores and the
mothers' employment could be influenced by other factors.

For example,

the type of work, the hours the mother is employed, days of the week
the mother is employed, the style of communication with the mother,
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type of shared activities with the mother, the mothers' feelings about
the employment, or the student's perceptions and attitudes about the
mother's employment, all could influence students' responses.
Analysis of the empirical data from this study supports the theory
that dysfunctional family relationships appear to contribute to the
development of eating disorders.

Garfinkel and Garner (1982) have

suggested that the new expectations for women require "they maintain
traditional standards of attractiveness while also rapidly assimilating
the heightened demands for performance and success" (p. 118).

These

authors discuss the theory that at least anorexia symptoms are a
reflection of contemporary women's often desperate striving to please
others and validate their self-worth from external sources.
In their review of factors that contribute to *:>e development of
anorexia nervosa, Garfinkel and Garner (1982) cited the
multidimensional nature of the disorder an^ suggested that the
individual's personality predisposition and conceptual level of
development interact with the cultural emphasis on a slender physique
and disturbed familial functioning.

In their review, they hypothesize

that certain family relationships are closely related to the
development and maintenance of psychosomatic syndromes in children.
However, these authors explain all the studies, to date, have been
retrospective.

Since the families that have been examined have a child

with a pathological condition, it is difficult to separate the typical
family communication patterns from the affects of the illness on those
interactions.

It is likely the presence of an eating disorder victim

brings about significant changes in both the familia1 and marital
relationships.

The current study is unique in that it studied normal
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adolescents, yet these subjects appear to confirm the earlier research.
Respondents in this study scored significantly different on the EDI
subscales depending on their perceived communication patterns with
their parents.
Figure 3 illustrates students who perceived their parents to
lecture scored higher on all of the EDI subscales.
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Figure 3 . Mean scores on the EDI subscales according to perceived
parental communication style. Categories represent students'
perception of the type of parental interaction they experience. A "1“
indicates they perceived their parents as always lecturing, a "2"
usually lecturing, a "3" often lecturing, a "4" sometimes lecturing,
a "5" rarely lecturing, and a "6" they are perceived as never lecturing.
Abbreviations represent the eight EDI subscales: DT represents Drive
for Thinness, IA = Interoceptive Awareness, B = Bulimia, BD = Body
Dissatisfaction, I = Ineffectiveness, MF = Maturity Fears, P =
Perfectionism, and ID = Interpersonal Distrust.
Figure 4 illustrates students who perceived their parents do not
take them seriously scored higher on all the subscales.
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Figure 4 . Mean scores on EDI subscales according to the percpived
parent response to respondent's concerns. Categories represent the
type of interaction the students perceived they experience with their
parents. A "1" indicates the students perceived their parents always
assume the students' problems could not be all that serious, a "2" they
usually assume they are not serious, a "3" often assume they are not
serious, a "4" they sometimes assume they are not serious, a "5" they
rarely assume they are not serious, and a "6" they never assume the
students' problems are not serious. Abbreviations represent the eight
EDI subscales: DT represents Drive for Thinness. IA = Interoceptive
Awareness, B = Bulimia, BD = Body Dissatisfaction, I = Ineffectiveness,
MF = Maturity Fears, P * Perfectionism, and ID = Interpersonal Distrust.
Figure 5 illustrates that students who perceived their parents as
not being aware of the student's problems tended to score higher on
most of the subscales and significantly different on Ineffectiveness and
Interpersonal Distrust.
Students who perceived their parents as not listening had scores
that tended to increase as the students' responses progressed from
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Figure 5 . Mean scores on EDI subscales according to the perceived
parental awareness of respondents' concerns. Categories represent
students' perception of whether their parents were aware when something
was bothering them. A "1" indicates the students perceived their
parents as always being aware, a "2" usually aware, a "3" often aware,
a "4" sometimes aware, a "5" rarely aware, and a "6" never aware.
Abbreviations represent the eight EDI subscales: DT represents Drive
for Thinness, IA = Interoceptive Awareness, [> = Bulimia, BD = Body
Dissatisfaction, I = Ineffectiveness, MF = Maturity Fears, P =
Perrectionism, and ID = Interpersona 1 Distrust.
their parents always listening to them to their parents never
listening, as shown in Figure 6.

Students who were uncomfortable with

their parents tended to have higher EDI subscale scores, as shown in
Figure 7.

The results shown in Figures 4, 5, 6, and 7 on the

relationship between perceived communication with parents and the EDI
scores appears to be consistent with research by Humphrey, Apple, and
Kirschenbaum (1986).

These researchers compared families with a

bulimic victim to control families and reported that the style of
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communication within the family may be important in the development of
eating disorders.

In summary, significant differences were found in

the respondents' EDI subscale scores and their perceived patterns of
communication with their parents.

It would appear that adolescents'

interaction with their parents has a significant relationship to their
eating perceptions as assessed by the EDI for this population.

Figure 6 . Mean scores on the EDI subscales according to the perceived
parent willingness to listen. A "1" indicates the students perceive
their parents as always listening, a "2" they usually listen, a "3"
they often listen, a "4" they sometimes listen, a "5" they rarely
listen, and a "6" they never listen. Abbreviations reprerCi,t the eight
EDI subscales: DT represents Drive for Thinness, IA = Inter)ceptive
Awareness, B = Bulimia, BD = Body Dissatisfaction, I - Ineffectiveness,
MF = Maturity Fears, P = Perfectionism, and ID = Interpersonal Distrust.
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Figure 7 . Mean scores on EDI subscales according to the respondents'
ease of communication with parents. Categories represent students'
perception of the degree of comfort they felt in communication with
their parents. A "1" indicates the students perceived themselves as
always uncomfortable in talking with their parents, a "2" usually
uncomfortable, a "3" often uncomfortable, a "4" sometimes
uncomfortable, a "5" rarely uncomfortable, and a "6" never
uncomfortable. Abbreviations represent the eight EDI subscales: DT
represents Drive for Thinness, IA = Interoceptive Awareness, B =
Bulimia, BD = Body Dissatisfaction, I = Ineffectiveness, MF = Maturity
Fears, P = Perfectionism, and ID = Interpersonal Distrust.

CHAPTER V

SUMMARY
Health professionals recognize that an increasing proportion of
normal adolescents have distorted perceptions o’f appropriate body
image.

Variations in appearance such as fatness which are well within

the normal range from a medical viewpoint may not be defined as such by
adolescents influenced by the current slender standard for bodily
attractiveness.

The current societal preference for a thin physique

has produced a corresponding obsession with dieting and weight loss.
Many adolescents are adopting inappropriate behaviors as methods of
weight control.

The number of adolescents using drastic diets or

purging to lose weight has increased in the past two decades (Dwyer
et al., 1967; Rosen & Gross, 1987).

Greenfeld et al. (1987) reported a

high frequency of binge eating, fasting, crash dieting, and feelings of
obesity among normal adolescent females questioned.

They also reported

a sizable number of women used self-induced vomiting for weight
control.

These concerns and behaviors were more highly correlated with

subjects' opinions about the desirability of their weight than with
their reported body weight.
The epidemiology and prevalence of inappropriate eating behaviors
and the associated pathological eating disorders in adolescents is
still scarce.

The majority of available studies on eating disorders

have been conducted on a college-age population.
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Since eating
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disorders arise during adolescence, Klesges (1983) has encouraged the
development of "normative data" on adolescents' perceptions and eating
behaviors.

The meaning of the phrase such as normal eating for

adolescents is not clearly defined.

Research is needed to identify

normal and abnormal adolescent eating patterns.

Current patterns that

are societc'ly normal adolescent eating habits may not be appropriate
by physiological standards and may in fact include features of
societally acknowledged eating disorders.

More information on normal

adolescents' dieting perceptions and behaviors is needed to enable
prevention of eating disorders in young adults.

It is important not

only to delineate the risk factors for the development of abnormal
eating patterns in the lifestyle of adolescents but also to identify
factors that mitigate against the development of abnormal eating
patterns.
Garfinkel and Garner (1982) reviewed factors that might contribute
to the development of anorexia nervosa and others that might protect an
individual from developing the syndrome.

These authors emphasize the

multidimensional n ture of the disorder and speculate on the interaction
of specific personjlity predispositions, conceptual level of
development with the cultural emphasis on a slender physique, and
disturbed familia

functioning.

Garfinkel and Garner reviewed reports

from several therapists postulating that certain family relationships
are closely

elated to the development and maintenance of psychosomatic

syndromes in children.

However, these authors explained all the studies

to date have been retrospective.

No one has examined a large group of

families to determine predictive factors.

Since the retrospective

studies examined families that contained a child with a pathological
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condition, it is difficult to separate the typical family communication
patterns from the effects of the illness on those patterns.

It is

likely the presence of an eating disorder victim brings about
significant changes in both the familial and marital relationships.
It was the intent of this project to identify the typical
psychological and behavior traits regarding eating as well as patterns
of family interaction in a normal adolescent population.

The focus on

the normal adolescent is intended to draw attention to the dangers
inherent in societally sanctioned dieting and to emphasize the
contribution of this climate of restrained eating as well as
dysfunctional family interaction patterns to the development of
pathological eating disorders.
Method
The study focused on responses of females in grades 9 through 12
to the standard Eating Disorder Inventory (EDI) developed by Garner,
Olmstead, and Polivey (1983).

The EDI is a 64-item, self-report,

multiscale measure designed to assess the psychological and behavioral
traits common to anorexia nervosa arid bulimia.

The EDI focuses on the

specific cognitive and behavioral dimensions to help differentiate
patient subgroups, or those with serious psychopathology, from "extreme
dieters."

The EDI consists of eight subscales:

1) Drive for Thinness,

2) Bulimia, 3) Body Dissatisfaction, 4) Ineffectiveness,
5) Perfectionism, 6) Interpersonal Distrust, 7) Interoceptive
Awareness, and 8) Maturity Fears.
The responses were correlated with a personal background
questionnaire.

The survey completed by the subjects in the study
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provided the following information:

1) basic demographic data;

2) current weight, height, perceived ideal body weight; 3) medical
conditions that affect nutrient intake; 4) television viewing habits;
5) perception of communication and interaction with parents;
6) previous nutrition and weight education; 7) academic achievement;
and 8) extracurricular activities.
Three high schools in the midwest were selected to participate in
the research project.

The high schools were located in a small rural

town of 1,600, a semi-rural town of 12,591, and an urban area of
100,000.

The urban high school was a private church supported school.

The three schools had comprehensive high school curriculums, provided
a population of students from different age groups, economic status,
and academic ability, and were willing to allow students sufficient
time to complete the survey.
The principal at each school selected the day, time, and location
for the research to be conducted.

Co-operating teachers were provided

a description of the study seven days in advance.

All female students

in grades 9 through 12 in attendance on the designated day were invited
to participate in the research project.

On the day of the study, the

questionnaire was distributed to the subjects in a specified classroom.
After a brief explanation of the research and a description of the
rorms to be completed, students were given the appropriate amount of
time to complete the questionnaire.
The EDI and questionnaire format required the students to respond
to a six-point-forced-choice item by rating whether each item applies
"always," "usually," "often," "sometimes." "rarely," or "never."

The

most extreme pathological responses of "always" or "never," depending
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on the keyed direction, earn a score of 3; the immediately adjacent a
score of 2, the next response 1, and the three choices opposite the most
pathological response receive no score (0).

Scale scores are the

summation of all item scores for that particular scale.

The higher the

scale score, the greater the potential for eating disorders.

A similar

scoring system was used to tabulate the responses to the personal
background questions regarding perceived interaction with parents.
Social class was determined by the parents' occupational status.

The

National Opinion Research Center prestige codes that were developed by
Hodge-Siegel-Rossi were utilized to distinguish between socioeconomic
groups (USBC, 1971).
Overall, 454 students responded, indicating a 72% return rate
across schools.

A relatively equal proportion of participants from

each grade were represented.

A large proportion of the subjects lived

in intact family situations (74.5%) with an employed mother (72.8%).
With respect to the socioeconomic classes, the majority of the families
fell within the middle socioeconomic classes with the head of
household's employment being professional for 22.9% of the respondents,
technical for 20.1% of the respondents, skilled for 33% of the students,
semi-skilled for 8.4%, and unskilled for 15.6% of the respondents.
To control for the effects of age and height on weight, the Vital
and Health Statistics Data from the National Health Survey (USDHEW,
1977) was utilized to ascertain the normal weight range for each
respondent.

Subjects were classified as below the normal weight range

if they were -10% or less from the 50th percentile for their age,
height, and sex.

They were classified as above the normal weight range

if they were +10% or more above the 50th percentile for their age.
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height, and sex.

Using these criteria, 59.8% of the respondents were

within the normal weight range, while 16.9% were below the normal
weight range, and 23.3% were above the normal weight range.
Analysis of the data provided the mean score and percentile ranks
for adolescents on the eight subscales of the Eating Disorder
Inventory.

The relationship between the eight subscales of the Eating

Disorder Inventory and personal variables was also determined with
multivariate analysis of variance procedures.

The Wilks Lambda

Criterion for significant differences was used because of the
correlation between the variables.

Characteristics that were found to

be significant with this criterion were then examined.

The Bonferroni

t-test was used as the follow-up multiple comparisons test because of
the large number of correlations.
The t-test was used to determine if the mean scores of the
adolescent girls in this study differ significantly from the mean
scores as given by Garner, Olmstead, and Polivy (1983).

Significant

differences were found between the data in this study and the Garner,
Olmstead, and Polivey study, which used college women, ort the Drive for
Thinness, Interoceptive Awareness, Body Dissatisfaction,
Ineffectiveness, Maturity Fears, and Interpersonal Distrust scales.
Results
The mean EDI differences between the adolescents in this study and
the female standards derived by Garner, Olmstead, and Polivey (1983)
are shown in Table 25.

Subscale scores for female adolescents in the

study were lower on the Perfectionism subscale and higher on all other
subscales than the mean for adult females established by Garner,
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Table 25
Mean, Standard Deviation, and t-Test for Significant Di fferences
Larson data
(N = 454)

Garner et al. data
(N = 577)

Scale
t

p-value

Mean

Mean

DT

5.72

5.0

6.16

.0001

IA

4.28

2.9

6.00

.0001

B

2.21

2.0

1.35

.1781

BD

14.13

10.2

9.93

.0001

I

4.57

2.0

12.07

.0001

MF

3.63

2.5

8.27

.0001

P

4.85

5.2

-1.71

.0971

ID

3.37

2.2

7.41

.0001

Note: The abbreviations represent the following respective EDI
subscales: DT = Drive for Thinness, IA = Interoceptive Awareness, B =
Bulimia, BD = Body Dissatisfaction, I = Ineffectiveness, MF = Maturity
Fears, P = Perfectionism, and ID = Interpersonal Distrust.

Olmstead, and Poiivey.

These differences between adolescent scores and

the standards for adult females would be expected from well established
characteristics of adolescent development.

It would be logical to

assume that during puberty adolescents would report a higher body
dissatisfaction and experience a higher degree of Ineffectiveness than
adolt females.
A specific developmental task identified for adolescent is
accepting your physique and using your body effectively (Mahan & Rees,
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1984).

A characteristic of adolescents is a re-evaluation of self in

light of the changes in physical status that occur during adolescence.
The physical changes during this developmental period are so highly
evident and marked that adolescents characteristically continually
compare and contrast their stature with that of their peers.

The

higher Body Dissatisfaction and Drive for Thinness scores would be
expected since 14-25% of adolescent females reported regular dieting in
several studies (Johnson, et al., 1983; Szmukler, 1983; Williams
et al., 1986).

Mellin (1988) reported an even higher body

dissatisfaction, indicating that 9 out of 10 18-year-old girls have
restrained eating characteristics.

Mellin reported that body image

disturbance was most common during early adolescent years when changes
ii. body fat associated with puberty occur.

The higher Bulimia subscale

score would also be consistent with reports by Crowther et al. (1985),
Greenfeld et al. (1987), Gross and Rosen (1988), Healy, Conroy, & Walsh
(1985), Hendren et al. (1986), Williams et al. (1986), and Zuckerman
et al. (1986), all of which reported the incidence of bulimia is higher
in females 13-20 years old than in older women.
Ineffectiveness scores would be expected to be higher since
adolescence is the developmental stage where individuals are seeking a
personal identity (Mahan & Rees, 1984).

Developmental tasks for

adolescents include forming more mature relationships with peers of
both sexes, establishing a female social role, becoming emancipated
from parents and other adults, developing standards and guides for
behavior, developing social intelligence and a commitment to
responsible citizenship.

113

There were no significant differences on the EDI subscale scores
for respondents in this study from different social classes.

In the

current study, social class could not be identified as a risk factor
for the development of abnormal eating patterns.

These results are

consistent with studies by Rosen et al. (1988) and Johnson et al.
(1984) who reported that there was not a difference in the incidence of
eating disorders among adolescents from different social classes.
Students did not differ significantly between schools on the drive
for thinness, tendency toward bulimia, or body image distortion.
Geographic location would not appear to be a useful criterion in the
determination of risk factors of developing eating disorders.

Urban

students did have a significantly higher score on the Perfectionism
scale and a lower Ineffectiveness score.

It would appear, therefore,

that the urban students in this sample have greater confidence and
self-assurance as assessed by the Eating Disorder Inventory.
Although there were significant differences in the mean subscale
scores for the current study and the norms for adult women, there were
no significant differences on the EDI subscale scores for respondents
of the different ages from 14 to 19 within the current study.

The

preceding finding contradicts earlier reports by Halmi et al. (1977)
that reported adolescents differ in their weight relevant
self-perceptions depending on age.

Halmi's group conducted their

research before eating disorders were specifically defined in the
DSM-I11.

Therefore, less specific criteria could account for the

inconsistency in the conclusions.

However, Eisele et al. (1986) also

reported differences on EDI scores in accordance with age.

The Eisele

group reported a decrease in Maturity Fears scores with increasing age
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in a study population ages 12-14 which is a younger group than the
current study.

It would appear, therefore, that if differences exist

for responses to the EDI on the basis of age it is between students
younger or older than the current sample population.
There were

no significant differences on the EDI subscale scores

for respondents of different birth rank.

Crisp (1970) reported obesity

is significantly related to being an only child or the youngest child
in a family.

Garfinkel and Garner (1982) suggested anorexia nervosa

was more prevalent in first born children.

Birth rank, however, did

not appear to affect the responses of adolescents on the Eating
Disorder Inventory subscales for respondents in this study.

Neither

age nor birth rank would appear to be useful criterion for the
recognition of adolescents at risk of developing abnormal eating
patterns as judged by the EDI.
There were no significant differences on the EDI subscale scores
for respondents in this study from different grades, different living
situations, different sexes of siblings, amount of nutrition education,
or amount of education on ideal body weight.

It would seem logical

that if subjects' opinions about the desirability of their weight are
more highly correlated to their eating behaviors than their actual body
weight, as reported by Greenfeld et; al. (1987), then education on ideal
body weight should be a factor that mitigates against the development of
abnormal eating patterns.
this hypothesis.

The research data, however, did not support

The discrepancy could be attributed to the

questionnaire design.

Students were asked to report their degree of

nutrition and ideal body weight education.

Students may perceive to

have more knowledge about nutrition and ideal body weight than they
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actually possess.

For example, while 16.9% of the study population

were below the normal weight range as assessed by the Vital and Health
Statistics Data from the National Health Survey (USDHEW, 1977), 29.7%
perceived their ideal body weight to be below the normal range,
apparently incorrectly identifying what an appropriate ideal body
weight should be for adolescents.

Further research would need to be

conducted to determine the value of nutrition education or ideal body
weight education as a mitigating factor for the prevention of eating
disorders.
Specific EDI subscales were related to extracurricular activities,
television viewing habits, and the school the respondent attended.
Extracurricular activities were significantly related only to the
Perfectionism subscale.

Mean scores on the Perfectionism subscale of

the EDI were significantly lower for students who did not participate
in extracurricular activities.

Since only the one subscale was

significantly correlated to extracurricular involvement, and it was not
a scale to measure body image or unusual eating behaviors, it does not
appear that extracurricular involvement would be a significant
criterion for the identification of students at risk of developing
abnormal eating patterns.

The Perfectionism scale was also

significantly lower for students at the rural school than the private
urban school.
Ineffectiveness scores were significantly higher for students
watching more than thirty hours of television than for students watching
less than ten hours.

It would appear that respondents who watch a

larger quantity of television have feelings of being inadequate.
Again, since only one subscale was significantly correlated to hours of
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television viewing, and it was not a scale to measure body image or
unusual eating behaviors, it does not appear that hours of television
viewing would be a significant criterion for the identification of
students at risk of developing abnormal eating patterns.
Respondents below ideal body weight scored lower on all of the EDI
subscales except Interoersonal Distrust.

Students significantly below

ideal body weight scored significantly lower on Body Dissatisfaction.
These findings are consistent with other reports.

Eisele et al. (1986)

reported that females below ideal body weight had the lowest mean score
for Body Dissatisfaction.

It would appear this reflects the concern of

teenage females to maintain a slender physique and avoid what they
consider to be "fat."

These results are consistent with Mellin (1988)

who a! so found fear of fat and restrained eating more common in the
normal weight and overweight than underweight.

In Mel!in's study only

15% were overweight but 58% perceived themselves as overweight.

In the

current study 23.3% were above the normal weight range as assessed by
the Vital and Health Statistics Data from the National Health Survey
(USDHEW, 1977), yet 79.9% had a current body weight above their
perceived ideal body weight.

Body weight could be a significant

criterion for identification of adolescents at risk for the development
of abnormal eating patterns.
Respondents' opinions about their weight may be correlated to their
EDI subscale scores.

Those students who had a current body weight

above their perceived ideal body weight scored higher than did the
other students on the EDI, the Drive for Thinness, and the Body
Dissatisfaction subscales.

It would appear that a student's belief

that she is above ideal weight has a greater affect on her body
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dissatisfaction and drive for thinness than whether she is aware of the
appropriate weight for her age and height.
Students that reported an "A" average had lower scores

Gn

the

total EDI, the Drive for Thinness, Interoceptive Awareness, and
Ineffectiveness subscales and higher scores for Perfectionism.
Although it would appear that "A" students for this sample population
had a lower risk for developing abnormal eating patterns as judged by
the Eating Disorders Inventory, such a conclusion may be incorrect
since the students reported their own gradepoint.

Heese-Biber et al.

(1987) reported that students that are dissatisfied with their bodies
are more likely to report they have impaired academic ability.
Therefore, students with higher EDI scores might have self-reported a
lower gradepoint.

The relationship between gradepoint and the EDI

scores would require further research before conclusions could be drawn
regarding its value as a criterion for identification of normal
adolescents at risk of developing abnormal eating patterns.
The EDI subscale scores were higher on most of the subscales for
adolescent females who reported their mother was employed, and
significantly higher on the total EDI, Drive for Thinness, Interoceptive
Awareness, and 3ody Dissatisfaction scales.

These results would

support the suggestion that women's vulnerability to eating disorders
derives at least in part from the nature of the mother-daughter
relationship.

Previous research had suggested eating disorders are

more prevalent in families perceived to be mother-dominated or where
students have feelings of failing to meet .high standards set by the
mother, or when students perceived sharing fewer activities with their
mother (Beattie, 1988; Eisele et al., 1986; Kagan & Squires, 1983).
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Most of the previous research, however, on the relationship of
mother-daughter interactions to the development of eating disorders has
been conducted with families that contained an individual with a
diagnosed pathological condition.

It, therefore, has been difficult to

separate the affects of the illness from the family interactions.

The

current study is unique in that it obtained data from normal
individuals.
It is consistent, however, with theories developed by Bruch (1978b)
from her work with eating disorder victims.

Bruch proposed that a

contributing factor to the development of eating disorders is the
societal changes that have created a more ambiguous female role.

Bruch

reported that historically anorexa nervosa increases when the position
of women undergoes cultural changes.

Certainly many advances have been

made in women's rights, opportunities for careers, and job fulfillment.
Many females today believe they are expected to be more than just a
housewife or mother.

Adolescents who feel pressured to live up to the

expectations of society continually compare their lives to others and
fear not being as good as others or becoming disappointing failures.
Mothers can represent a formidable role model.

When the adolescent

observes the mother striving to manage household responsibilities,
child rearing, and a career, the adolescent incorporates these tasks
into the perception of herself and her world.

If the mother is

successful in accomplishing a multitude of activities and is a
competent person, that also is incorporated into the child's perception
and she may feel discouraged trying to "live up to the mother" (p. 23).
Bruch uses the following analogy to explain the dilemma of adolescent
females with successful mothers.

"If you are born the son of a kirn,
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then you are condemned to be very special.

You, too, have to become

very special, much is expected of you" (p. 25).
The empirical data from the current study supports the theory that
dysfunctional family relationships appear to contribute to the
development of eating disorders.

Patterns of interaction with parents

appear to contribute to increased scores on the Eating Disorder
Inventory for this study population, thus indicating they possess
characteristics more similar to eating disorder victims.

Respondents

scored significantly different on the EDI subscales depending on their
perceived communication patterns with their parents.

Students who

perceived their parents to lecture scored higher on all of the EDI
subscales.

Students who perceived their parents did not take them

seriously scored higher on all the subscales.

Students who perceived

their parents as not being aware of their problems tended to score
higher on the subscales and significantly different on Ineffectiveness
and Interpersonal Distrust.

The averages on the subscales tended to

increase as the students' responses indicated their parents were less
willing to listen to their problems.

Students who were uncomfortable

with their parents tended to have higher EDI subscale scores.

These

results are consistent with the suggestion by Humphrey et al. (1986)
who contended that frequent use of negativistic and complex
contradictory communication may be important in the development of
eating disorders.

It appears that a variety of family-related factors

shape the phenomenology of eating disorders and could serve as useful
criterion for identification of adolescents at risk of developing
abnormal eating patterns.
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Recommendations
The increased cultural emphasis on thinness for women over the
last two decades (Garner, Garfinkel, Schwartz, & Thompson, 1980)
appears to have created a standard for body size among women that has
resulted in an increase in the incidence of prolonged restrictive
dieting and more drastic measures of self-induced vomiting and laxative
abuse.

The high prevalence of eating-disordered symptoms in the normal

adolescent population (Crowther et a!., 1985; Killen et al., 1986), the
early age of onset of symptoms (Mel 1in, 1988), as well as the
possibility of peer acceptance of these symptoms as normal, suggest the
importance of educational programs for adolescent females on the
dangers of chronic dieting and the development of primary prevention
programs for the development of eating disorders.
Primary prevention programs for adolescent eating disorders should
approach eating patterns in the broad context.

The approach should

involve assessing contributors to the problem including genetics, fear
of fat, current body weight, perceived ideal body weight, parenting
practices, and family lifestyle.

Primary prevention programs should

include comprehensive assessment of the adolescents since high scores
on the EDI could result from one scale, such as Perfectionism, being
elevated.
After assessment of the contributing factors to the development of
abnormal eating patterns, the program should be individualized to
address the factors as they affect each adolescent.

Attitudes about

weight and appropriate body weight should be discussed since only 23.3%
of the respondents in the current study were above the normal weight
range, yet 79.9% of the subjects perceived their ideal body weight to
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be below their current weight.

Adolescents must be provided with

information about the normal body changes during puberty.

Restrictive

dieting, meal skipping, and fasting must be discouraged.
Misconceptions about nutrition must be corrected along with the
demonstration of healthy approaches to weight loss.
These feelings of dissatisfaction with their body shape may
contribute to decreased self-esteem for adolescents (Drake, 1988).
Since the adolescents demonstrated relatively high scores on body
dissatisfaction, activities that enhance self-esteem and improve body
image are, therefore, critical for adolescents to develop healthy
lifestyles.

Welch et al. (1988) indicated that the subscales of

Ineffectiveness and Interpersonal Distrust do in fact evaluate
self-esteem.

Again the subjects in the current study had relatively

high scores for these subscales.
Adolescents must become aware of hunger, satiety, and normal
regulation of food intake.

Adolescents with a relatively high score on

Interoceptive Awareness such as those with employed mothers in the
current study have more difficulty responding to changes in their
physiologic condition such as hunger, satiety, or fatigue.

Adolescents

must receive guidance in recognizing and controlling physiological,
emotional, and external cues to start and stop eating to learn to eat
normally.

Children need to learn to respond to internal cues to hunger

and satiety and to enjoy a broad range of foods, instead of the modeled
manipulation of one's food in conflict with basic physiological needs.
Adolescents need to learn how to eat rather than how to avoid eating.
'Adolescents need to learn how to overcome the barriers that impair
proper nutritional intake (Story & Resnick, 1986).

By learning to eat
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properly they avoid labeling food as "good" or "bad."

Labeling some

foods as bad and others as good quickly translates to "I'm bad when I
eat certain foods and good when I eat others."

Appropriate eating

habits should be encouraged for adolescents rather than the prevalent
restrained eating common among adolescents reported by Greenfeld
et a1.(1987) and Killen et al. (1986).

Regular activity might be

encouraged as a method of weight control rather than the extensive
restrained eating.
Finally, the current study demonstrates that prevention programs
require working to change family lifestyles and alter parenting
practices.

Parents need to learn motivational strategies and become

positive influences on their children's behavior rather than using
negativiStic, critical forms of communication.

Students who perceived

their parents as lecturing or not taking their problems seriously, or
not listening, or who found their parents uncomfortable to communicate
with, had significantly higher scores on the EDI subscales.

Parents

can become better role models by improving their own eating and
activity patterns.

They can set examples that self-worth is not

dependent on body weight.

Parents can facilitate changes in public

attitudes toward childhood and adolescent body weight.
Prevention programs, therefore, require a team of professionals
which should include family life specialists, nutritionists,
psychologists, and counselors.

Intervention programs should be

examined with a control population or with pre- and post-intervention
measures of eating disorder symptoms.
The results of this study have several implications for further
research.

The increasing evidence that family dynamics contribute to
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the development of disordered eating suggests the importance of
developing objective self-report and observational instruments for
measuring the components of family interaction and establishing their
validity.
The higher EDI scores of females who have an employed mother could
be investigated in more detail.

Does the absence of a supervising

adult from the home accentuate specific characteristics in young women
susceptible to eating disorders?

The type of employment of the mother,

her feelings about that employment, and the adolescents1 feelings about
the employment should be investigated.

The difference between the

number of hours that the mother is employed per week, day, or year; the
difference in shared experiences and activities for mothers and
daughters in homes where the mother is employed versus the homes where
the mother is not employed; and the difference in communication
patterns for homes where the mother is employed might also be examined.
The personal background questionnaire on perceived parental interaction
might ask the students how their mother responds; then, with separate
questions ask how their father responds.

Results from these studies

might lead to parenting classes designed for primary prevention of
eating disorders.
Further research might focus on the effect schools might have on
the primary prevention of eating disorders.

By providing an

encouraging environment, assisting in lifestyle changes, and fostering
involvement in extracurricular activities can schools enhance the
self-esteem of students?

Can schools make a difference ty providing

information about the normal changes during puberty, appropriate degree
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of fatness, and body weight?

Can schools effectively discourage

restrictive dieting, meal skipping, or fasting?
Future research could focus on chronic dieting and self-esteem.
Are chronic dieters lower in self-esteem than others or does low
self-esteem prompt the dieting?

Does self-esteem place some dieters at

risk of moving along the dieting continuum to develop pathological
conditions?

How do the continually restrained eating habits affect

other aspects of the personality?

Dieting seems to precede the binge

eating; is dieting the primary cause of the observed pathology
associated with it, or do pathology prone people choose to diet?
The interplay between the cultural preoccupation with thinness and
the style of communication within the family as primary variables in
the development of abnormal eating behaviors in adolescents suggests
the need to modify cultural attitudes.

It certainly does not offer an

easy task but rather represents a unique and unusual challenge.
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Dear Principal:
Thank you for allowing me the opportunity to work with your students
during the spring of 1988. The following is a summary of our agreement
for my participation with your school.
I will be asking the females in grades 9 through 12 to complete a
questionnaire about their lifestyle and eating habits. The
Questionnaire will require about 20 minutes of their time.
This research is by no means an evaluation of the individual students
or your school. It is an attempt to determine adolescents' eating
perceptions, behaviors, and the barriers that prevent their receiving a
proper nutrient intake. It is hoped that the information from this
research project will enable us to develop more appropriate nutrition
education programs for high school students. Any publication which may
result from this study will fully generalize findings and mask the
identities of persons and organizations for everyone's protection. I
will be glad to share a copy of my completed paper with you. Your
anonymity will be protected in any reports to my instructors or fellow
classmates at UND.
I am very grateful to you for this opportunity and thank you very much.
Si ncerely.

Betty

■v'con.

,S.

.R .D .

I have agreed to allow Betty Larson to participate with our students as
described above.
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CONSENT FORM
Research has shown that frequently there is a discrepancy between
teenagers' nutrition knowledge and their behavior. Although teenagers
may be generally well informed about good health practices, this
knowledge is often not translated into their daily lives. We are
conducting a study to analyze students' eating perceptions, behaviors,
and the barriers that prevent their receiving a proper nutrient intake.
It is hoped that the information from this research project will enable
us to develop more appropriate nutrition education programs for high
school students.
We are inviting all of the female students of your high school to
participate. We are especially interested in the different perceptions
of students in a rural and an urban high school.
The research will require the student to complete an anonymous
questionnaire in school on May 16 or 17, 1988 that will take
approximately 20 minutes.
Your decision whether or not to participate will not influence your
future relations with your school in any way. If you decide to
participate, you are free to discontinue participation at any time
without prejudice. Questions may be asked by calling Betty Larson at
(701) 232-6896.

AGREEMENT TO PARTICIPATE AND SIGNATURES
I have read all of the above and am willing to allow my child to
participate in this study.

Parent or Legal Guardian's Signature

Date

APPENDIX B

ETTER TO TEACHERS AND INSTRUCTIONS READ TO STUDENTS
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May 8, 1988

Dear Teacher:
Thank you for your participation in my research. We know that there is
a discrepancy between teenagers' nutrition knowledge and their
behavior. Although teenagers may be generally well informed about good
health practices, <,:.is knowledge is often not translated into their
daily lives. We are conducting a study to analyze students' eating
perceptions, behaviors, and the barriers that prevent their receiving a
proper nutrient intake. It is hoped that the information from this
research project will enable us to develop more appropriate nutrition
education programs for teenagers, possibly develop a screening
instrument for the risk factors of eating disorders, and possibly enable
primary prevention of eating disorders. But, we need your help. First
we need you to distribute the enclosed parental consent forms and study
description to all the female students in your classes. On Monday, May
16, the female students will need to return to you their parents'
consent form.
Second, on both Monday, May 16 and Tuesday, May 17 I will need to visit
your classes and ask the female students to complete a questionnaire.
It will require approximately 20 minutes. It is especially important
that we receive completed questionnaires from all of the students
present on May 16 and 17.
Thank you for your assistance. If you have any questions about the
research project feel free to call me at 701-232-6896. We assure you
that this research is by no means an evaluation of the individual
students or your school. Any publication which may result from this
study will fully generalize findings and mask the identities of persons
and organizations for everyone's protection. The questionnaires are
anonymous so the researchers will not be able to identify the individual
students. I will be glad to share a copy of my completed paper with
anyone who is interested in the results.
Si ncerely.

Eetty J. Larson, M.S.,

*L.

n •
. p
is • O
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Paragraphs Read to Students
Research has shown that frequently there is a discrepancy between
teenagers' nutrition knowledge and their behavior. Although teenagers
may be generally well-informed about good health practices, this
knowledge is often not translated into their daily lives. We are
conducting a study to analyze students' eating perceptions, behaviors,
and the barriers that prevent their receiving a proper nutrient intake.
It is hoped that the information from this research project will enable
us to develop more appropriate nutrition education programs for high
school students. We are inviting all of the female students of your
high school to participate. We are especially interested in the
different perceptions of students in a rural and an urban high school.
We are asking you to complete an anonymous questionnaire that will
take approximately 20 minutes. The more honest you can be in answering
the questions, the more effective this research will be in responding to
teenagers' needs. Your responses are totally confidential and will not
be released to anyone in your school. We assure you that this research
is in no way an evaluation of your school or individual students. Any
publication that might result from this research will fully generalize
the responses and mask the identity of students and the school. Your
decision whether or not to participate will not influence your future
relations with your school in any way. Thank you for participating in
our research.

APPENDIX C

QUESTIONNAIRE
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QUESTIONNAIRE
1.

STUDENT NUMBER:

2.

AGE:

3.

Who are you currently living with?
a.
b.
c.
d.
e.

GRADE IN SCHOOL

Both Parents:
Father Only:
Mother Only:
Foster Parents:
Other:

4.

How many brothers do you have?

5.

How many sisters do you have?

6.

Please circle your birth rank. Are you the Oldest Child, The
Youngest Child, or a Middle Child?

7.

What is your father's occupation?

8.

What is your mother's occupation?
How much formal education does your father have?
a.
b.
c.
d.
e.
f.

Less than high school
High school graduate
Some college, junior college or vocational school
College graduate
Master's degree
Professional degree beyond college (medical school, law school)

How much formal education does your mother have?
a.
b.
c.
d.
e.
f 4

Less than high school
High school graduate
Some college, junior college or vocational school
College graduate
Master's degree
Professional degree beyond college (medical school, law school)

How many hours of television did you watch on the following days?
a.
b.
c.
d.
e.
f.
g-

Monday
Tuesday
Wednesday
Thursday
Friday
Saturday
Sunday

134

12.

Please check all the sources of nutrition education you have had on
the following scale.
a.
b.
c.
d.
e.
f.

13.

N o n e _________________________________________________________.
A few basics about good" eating habits in grade school ________ .
A few basics about good eating habits in home economics,
health, or physical education in high school_________________.
A fair amount about nutrition and how to achieve an adequate
diet in high school classes__________________________________ •
I have received an adequate amount of information on nutrition
in classes so that I always know what I should e a t ___________ .
I am able to apply the information I have learned in school to
selecting appropriate foods for myself.____ _____________
•

Please check all the sources of information you have had on a
healthful body weight.
a.
b.
c.
d.
e.

None__________________________________________________________ .
Some weight/body proportion basics in grade school __________
Some weight/body proportion basics in home economics, health,
or physical education in high school_________ '_______________ .
A fair amount about weight/body proportion in high school
classes___________________________ _____
____________ _____ .
I have received an adequate amount of information on
appropriate body weight and how to achieve it in high school
classes_____________
•

14.

What kind of grades do you usually get?

15.

List the school activities in which you participate:

16.

Current body weight

17.

Height_________________________________________________

18.

What do you consider your ideal weight to be? ______

19.

Highest previous weight (if greater than current weight;:
a.
b.

20.

A

B

C

D

__

How long ago did you weigh this?
How long did you weigh this?

List any chronic medical condition that affects the foods that you
eat (diabetes, allergies, bulimia, anorexia nervosa, overweight,
underweight, epilepsy, cystic fibrosis, etc).
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21.

The following section reflects feelings and attitudes toward
weight. There are no right or wrong answers. No one will know
what answer you choose but it will help develop appropriate
education programs for teenagers if you are as honest as possible,
.’lease read each statement. Opposite each statement, circle the
letter(s) which best expresses your feelings.
A
U
0
5
R
N

=
=
=
=
=
=

Always
Usually
Often
Sometimes
Rarely
Never

1

I eat sweets and carbohydrates (like potato chips A
or pop) without feeling nervous.

U

0

s

R

N

2.

I think my stomach is too big.

A

U

0

s

R

N

3.

I wish that I could return to the security of
chi 1dhood.

A

U

0

s

R

N

4.

I eat when I am upset.

A

U

0

s

R

N

5.

I stuff myself with food.

A

U

0

/■»

o

R

N

6.

I wish that I could be younger.

A

U

0

s

R

N

7.

I think about dieting.

A

U

0

s

R

N

8.

I get frightened when my feelings are too strong. A

U

0

s

R

N

9.

I think that my thighs are too large.

A

U

0

s

R

N

10.

I feel ineffective as a person.

A

u

0

s

R

N

11.

I feel extremely guilty after overeating.

A

u

0

s

R

N

12.

I think that my stomach is just the right size.

A

u

0

s

R

N

13.

Only outstanding performance is good enough in
my family.

A

u

0

s

R

N

14.

The haDpiest time in life is when you are a
child.'

A

u

0

5 R

15.

I am open about my feelings.

A

u

0

s

R

N

16.

I am tei rified of gaining weight.

A

u

0

s

R

N

1 •

N
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17.

I trust others.

A

U

0

s

R

N

18.

I feel alone in the world.

A

U

0

s

R

N

19.

I feel satisfied with the shape of my body.

A

u

0

s

R

N

20.

I feel generally in control of thinqs in my
life.

A

u

0

s

R

N

21.

I get confused about what emotion I am feeling.

A

u

0

s

R

N

22.

I would rather be an adult than a child.

A

u

0

s

R

N

23.

I can communicate with others easily.

A

u

0

s

R

N

24.

I wish I were someone else.

A

u

0

s

R

N

25.

I exaggerate or magnify the importance of
weight.

A

u

0

s

R

N

26.

I can clearly identify what emotion I am
feeling.

A

u

0

s

R

N

27.

I feel inadequate.

A

u

0

s

R

N

28.

I have gone on eating binges where I have felt
that I could not stop.

A

u

0

s

R

N

29.

I try very hard to avoid disappointing my
parents and teachers.

A

u

0

s

R

N

30.

I have close relationships.

A

u

0

r- R

N

31.

I like the shape of my buttocks.

A

u

0

s

R

N

32.

I am preoccupied with the desire to be thinner.

A

IJ 0

s

R

N

33.

I don't know what's going on inside of me.

A

u

0

s

R

N

34.

I have trouble expressing my emotions to others.

A

u

0

s

R

N

35.

The demands of becoming an adult are so great
they frighten me.

A

u

0

s

R

N

36.

I hate being less than best at things.

A

u

0

s

R

N

37.

I feel secure about myself.

A

u

0

s

R

N

38.

I think about binging (overeating).

A

u

0

s

R

N

39.

I feel happy that I am not a child anymore.

A

u

0

s

R

N

40.

I get confused as to whether or not I am hungry.

A

u

0

s

R

N
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41.

I have a low opinion of myself.

A

U

0

s

R

N

42.

I feel that I can achieve my standards.

A

U

0

s

R

N

43.

My parents have expected excellence of me.

A

U

0

s

R

N

44.

I worry that my feelings will get out of
control.

A

U

0

s

R

N

45.

I think my hips are too big.

A

u

0

s

R

N

46.

I eat moderately in front of others and stuff
myself when they are gone.

A

u

0

s

R

N

47.

I feel bloated after eating a small meal.

A

u

0

s

R

N

48.

I feel that people are happiest when they are
chiIdren.

A

u

0

s

R

N

49.

If I gain a pound, I worry that I will keep
gaining.

A

u

0

s

R

N

50.

I feel that I am a worthwhile person.

A

u

0

s

R

N

51.

When I am upset, I don't know if I am sad,
frightened, or angry.

A

u

0

s

R

N

52.

I feel that I must do things perfectly or not
do them at all.

A

u

0

s

R

N

53.

I have the thought of trying to vomit in order
to lose weight.

A

u

0

s

R

N

54.

I need to keep people at a certain distance (I
feel uncomfortable if someone tries to get too
close).

A

u

0

s

R

N

55.

I think that my thighs are just the right size.

A

u

0

s

R

N

56.

I feel empty inside (emotionally).

A

li

0

c

R

N

57.

I can talk about personal thoughts or feelings.

A

u

0

s

Dt
1

N

58.

The best years of your life are when you become
adult.

A

u

0

s

R

N

59.

I think my buttocks are too large.

A

•J

0

c

R

N

60.

1 have feelings I can't quite identify.

A

u

0

s

R

N

61.

1 eat or drink in secrecy.

A

u

0

s

R

».i
it

62.

I think that my hips are just the right size.

A

u

0

s

R

N
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63.

I have extremely high goals.

A

U

0

S R N

64.

When I am upset, I worry that I will start
eating.

A

U

0

S R N

65.

When something is bothering me, my parent/s
(caretaker) go overboard and lecture me.

A

U

0

S R N

66.

When something is bothering me, my parent/s
assume my problems can't be all that serious.

A

U

0

S R N

67.

My parent/s (caretaker) are aware that
something is bothering me before I tell them.

A

U

0

S R N

68.

My parent/s (caretaker) are willing to take
time to listen to me when something is bothering
me.

A

U

0

S

R

N

69.

I am uncomfortable talking to my parent/s
(caretaker) about things that bother me.

A

U

0

S

R

N

70.

How often do your parent/s (caretaker)
disapprove of your friends?

A

U

0

S

R

N

71.

How often do your parent/s (caretaker)
disapprove of your clothes?

A

U

0

S

R

N

72.

How often do your parent/s (caretaker)
disapprove of what you eat?

A

U

0

S

R

N

73.

How often do your parent/s (caretaker)
disapprove of your recreational activities?

A

U

0

S

R

N

74.

How often do your parent/s (caretaker) hassle
you about chores?

A

IJ 0

S

R

N

75

How often do your parent/s (caretaker) hassle
you about homework?

A

U

0

S

R

N

76.

How often do your parent/s (caretaker) hassle
you about your hours away from home?

A

U

0

S

R

N

77.

How often do your parent/s (caretaker) hassle
you for no reason?

A

U

0

S

R

N

78.

How often do your parent/s (caretaker) hassle
you about the use of the car?

A

U

0

S

R

N

79.

How often do your parent/s (caretaker) allow
you to make your own decisions about the
purchase of your clothes?

A

U

0

S

R

N
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80.

How often do your parent/s (caretaker) allow
you to make your own decisions about the
recreational activities you participate in?

A

U

0

S

R

N

81.

How often do your parent/s (caretaker) allow
A
you to make your own decision about your curfew?

U

0

S

R

N

82.

How often do your parent/s (caretaker) allow
you to make your own decisions about the amount
of food you eat?

A

U

0

S

R

N

83.

How often do your parent/s (caretaker) allow
you to make your own decisions about the type
of food you eat?

A

U

0

S

R

N

84.

How often do your parent/s (caretaker) allow
you to make your own decisions about how often
you eat?

A

U

0

S

R

N

85.

How often do your parent/s (caretaker) allow
you to make your own decisions about your
friends? *

A

U

0

S

R

N

86.

How often do your parent/s (caretaker) allow
you to make your own decisions about dating?

A

U

0

$

R

N

87.

How often do your parent/s (caretaker) allow
you to make your own decisions about study time?

A

U

0

s

R

N

THANK YOU FOR YOUR HELP IN COMPLETING THIS RESEARCH!
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